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New! 1954 CURRENT THERAPY 


From the intricate background of modern thera- 
peuties emerges this book which places at your 
fingertips today’s best treatment for every disease 
you are likely to encounter. Each of the contribut- 
ing physicians was selected by a special Board of 
Consulting Editors as the man who is using the most 
effective treatment known today for the disease 
he writes about. 

This is a complete reference on treatment, giving 
exact dosages and writing prescriptions where neces- 
sary. The 1954 CURRENT THERAPY presents 412 


treatments—more than 100 of these are new, dif- 


W. B. SAUNDERS COMPANY 


ferent and better in some way than, the best treat- 
ments known last year for the same diseases. io 
are just a few of the new treatments: Rauwolfia 
serpentina in hypertension; Erthromycin in urinary 
tract infections: Vaccine therapy in chronic sinus 
disease: Dextran in te blood loss: Phenylin- 
danedione in Isopropylartere- 
nol in heart block; Hydrocortisone ointment in 
interstitial keratitis and in contact dermatitis: Anti- 
biotics in myocardial infarction. 


By 378 American Authorities selected by a Special Board of Consulting Editors. 
Edited by HOWARD F. CONN, M.D. 898 pages 8” x11”. $11.00. New! 


West Washington Square, Philadelphia, 5. 
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When Laxation Must 
Prompt 
Depend SAL HEPATICA 


C'S Sal Hepatica’s action has a sound 
pharmacologic basis because:-. 


i | It passes rapidly through the stomach. “The 
emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”' Sal Hepatica is antacid. 
“Effervescent mixtures decrease the emptying time of 
the stomach.”* Sal Hepatica is effervescent. 


2 In the intestine it promptly stimulates peristalsis. 
Sal Hepatica, by osmotic action, draws water into the 
intestine; the increased fluid bulk initiates peristaltic 
action. Evacuation usually follows promptly. 


Pleasant-tasting Sal Hepatica provides 


APERIENT promptgentlelaxation without griping. Being . 
YY antacid, it relieves the gastric hyperacidity 
LAXATIVE frequently accompanying constipation. 
REFERENCES : 


1. The Physiological Basis of Medical Practice. 1945, p. 486. 
2. New England J. Med. 235:80, July 18, 1946, 


CATHARTIC *Taken before breakfast, results will usually be achieved 
within an hour; taken one-half hour before supper, results 
will be obtained before retiring. 


ANTACID, EFFERVESCENT, 
SALINE LAXATIVE 


PRODUCT OF BRISTOL-MYERS ¢* 19 WEST 50 STREET * NEW YORK 20, N. \. 
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on tablet aud. ackage, 
CORTOGEN 


Acetate (cortisone acetate, Schering) Tablets, 5 mg. and 25 mg.; i Fr 
Injection, 25 mg. per cc., 10 cc. multiple-dose vials; ; n\ 
Ophthalmic Suspension—Sterile, 0.5% and 2.5%, 5 cc. dropper bottles. 


He CORPORATION - BLOOMFIELD, NEW JERSEY 


In Canada: Schering Corporation, Ltd., Montreal. 
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THE 
POWER 
OF 
CURATIVE 
HYPEREMIA 


In simple myalgia or arthropathy 


Because of its penetrating transport 

of active agents, RUBIGUENT—the 
modern rubefacient—provides marked 
relief in numerous aches and pains of the 
joints and skeletal muscles. 

RUBIGUENT contains methyl nicotinate, the 
potent new penetrative agent, and 
histamine dihydrochloride, a powerful 
vasodilator. Methyl nicotinate makes it 
possible for the histamine and the glycol 
monosalicylate to penetrate tissues, 
where they promote prolonged, 
pain-relieving hyperemia with 

beneficial local warmth. 

Supplied: Tubes of 1 oz. 


RUBIGUENT 


RUBEFACIENT CREAM, WYETH 


Rubefacient + counterirritant + local analgesic 


® 
Philadelphia 2, Pa. 
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TIMED ACTION without enteric coating 


No overstimulation or overdelay 


prompt at meals... 
sustained between meals 


Nicel (in Obocell) 


slows release of d-Amphetamine. . . 
prolongs appetite depression 


% DIFFUSION OF d-AMPHETAMINE 


40- 
Cc ing Rapid Rel from 
Solution of Amph Alone 
0 
40 80 120 


TIME IN MINUTES 


PATIENTS ON 


Longer and Better. 


Each Obocell Tablet 
Contains: 


Dextro Amphetamine 


Phosphate 5 mg. 
Nicel* 150 mg. 
*Nicel — Irwin-Neisler’s Brand 
of High Viscosity Methylcellulose. 
Supplied: Bottles of 100, 
500, 1000. 


Obocell ideally checks appetite and hunger before 


and between meals. A rapid, short-acting phase of 
drug release curbs appetite before meals. Nicel* sus- 
tains control by “rationing” medication between meals. 
In addition, Obocell prevents gnawing bulk hunger 
which so frequently prompts patients to violate diets. 

Obocell, with timed release, spares your patient 
“bumps and dumps” of unpredictable amphetamine 
activity. And . . . Obocell is economical. Obocell re- 


duces your patient—not his pocketbook. 


Obocell 


Doubles the power to resist food 


IRWIN, NEISLER & COMPANY ~ DECATUR, ILLINOIS 
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Your patients on restricted diets 
will appreciate the delicious rye 
flavor of Ry-Krisp—most often 
prescribed as bread in allergy 
diets. 
Ry-Krisp supplies the protein, 
minerals, and B-vitamins of 
whole-grain rye in crisp and 
: 
Ry-Krisp is milled, mixed, baked ond RY 
: packaged under rigidly controlled con- US = 
contamination by other food substances. 
TELL YOUR PATIENTS TO LOOK FOR 
THE NAME gy-KRISP’’ ON THE 
CHECKERBOARD PACKAGE AND ON 
WAFER. 
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EXPLOSION-PROOF SUCTION 


AND SUCTION-ETHER UNITS 


by the thousands in hospitals all over 
the nation have demonstrated their abil 
ity to give you safe, convenient service. 


The attractive, quiet-running unit No. 
927 at right is an excellent example. A 
double pump model for the heaviest 
duty, it provides precision-regulated 
suction from 0” to 25” and pressure 
from 0 to 15 pounds. Or, for heavy- 
duty suction alone, specify cabinet unit 
No. 929, with the same quality and 
beauty as the “927”... both listed by 
Underwriters’ Laboratories, Inc. and 
approved by CSA for use in hazardous 
locations, Class 1, Group C. 


Ask your dealer for Gomco—the units 
proved in service. 


GOMCO SURGICAL MANUFACTURING CORP. 
830-M E. Ferry Street Buffalo 11, N. ¥. 
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In this: most 


VAGISOL 


_ The most common cause of leukorrhea, Trichomo- 
nas vaginitis, yields rapidly to Vagisol. The typical 
_ discharge disappears quickly, pruritus and pain are 

relieved ina matter of days, and the rate of cure is 


8 
@ effective in all patient 
h Vagisol supposit in 18 days in 72% of the 
treated; 94% are cured in 36 days, 
98% in $4 days. These results were 
dramatically superior to those seen with 
t ie: the i instructed sted to insert” 
3.0 py is simple; the patient is i 
one Vagisol suppository deep in the vagina morning 
on prescription through oll Henriksen, E.; Kessel, J. F.; and Thompson, 
phormaties in bottles of 36, an. ond Laboratory Evaluction of "Wagisol” in the Treatment of Trichomonas 
"average course of therepy Vaginalis Vaginitis, nJ.o & Gynec. 60:563 iNov.) 
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Extremely palatable ¢ Easy to take 


“MEDIATRIC; LIQUID 


Steroid-nutritional Compound for Use in Preventive Geriatrics 


Each 15 ce. (3 teaspoonfuls) contains: 


STEROIDS 
Conjugated estrogens equine (“Permarin”@) 0.25 mg. 
2.5 mg. 
NUTRITIONAL SUPPLEMENTS 
Vitamin Bz U.S.P. (crystalline) ...................... 1.5 meg. 
ANTIDEPRESSANT 
MEDIATRIC™ d-Desoxyephedrine HCl 1.0 mg. 
ad Contains 15% alcohol 
With both “Mediatric” Liquid and “Mediatric” Capsules,* 


greater flexibility of administration can now be achieved in 
the treatment of the geriatric patient. 


“Mediatric” is specially formulated to meet the needs of the 
aging patient. It provides steroids to effectively counteract 
declining sex hormone function, vitamin factors to supple- 
ment the diet, and a mild antidepressant to promote a gentle 
emotional uplift. 

No. 910 — Supplied in bottles of 16 fluidounces and 1 gallon. 

Suggested Dosage: 3 teaspoonfuls daily, or as required. 


*“Mediatric’” Capsules, each equivalent to 3 teaspoonfuls of Liquid with 
added nutritional supplements. No. 252 — Bottles of 30, 100, and 1,000. 


dynamite ifsproach to tiller health, yor aging 


NEW YORK, N. Y. 


MONTREAL, CANADA S415 
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More and more nutritionists are 
recognizing the values whole 
fresh oranges can contribute to 
almost every type of diet. 

They are appearing in many 

diets today because fresh oranges, 
peeled and eaten out of hand, or 
sliced, provide significant help 
in solving two of the basic prob- 
lems involved in most diets. 
1. While relatively low in cal- 
ories, the bulk and natural fruit 
sugars of fresh oranges help 
satisfy appetite. 


2. Under a restricted food in- 
take, the vitamin and mineral 
content of foods prescribed be- 
comes more important. The ra- 
tio of vitamins and minerals to 
calories is high in the orange. 


Furthermore, while the value 
of orange juice with its abundant 
amounts of important vitamin C 
should certainly not be mini- 
mized, a good many of the valua- 
ble factors in oranges are found 
in greater quantity in the meaty 
parts of the fruit. 
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These substances in the meat 
of oranges include carotene 
(which helps satisfy the vitamin 
A requirement), bioflavonoids, 
inositol (a lipotropic B vitamin), 
and protopectin (which has a 
useful physiological effect as 
distinguished from a nutritional 
value). 


Considering these many values 
of the whole orange, doesn’t it 
seem sound procedure to include 
fresh oranges in the diets you 
may recommend? 


Sunkist navels are generally regarded as the world’s 
| finest eating oranges. Rich in flavor, no seeds, and easy to peel. 
Sunkist Growers, Los Angeles 54, California. 
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this convalescent patient could gain 20 pounds 


with palatable oral fat emulsion 


An unusually palatable dietary additive, EDIOL 
can be taken alone and also combined 

with a variety of foods. Just two tablespoonfuls 
qid. of this delicious oral fat suspension 

provide 600 extra calories. For still higher caloric 
intake, more may be prescribed as required. 
EDIOL micronized emulsion of coconut oil (50%) and 
sucrose (1212 %), supplied in bottles of 16 fluid ounces. 


caloric boost without gastric burden 


New York 1, New York 
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to be weighed 


-. when prescribing for urinary tract infections* 


“The physician must weigh the MANDELAMINE 
following” 

*Carroll, G.: Texas State J. Med. 49:761 (Oct.) 1953 MEETS ALL FIVE REQUIREMENTS 


or : No restrictions in diet, no forcing of fluids, 
Ease of administration is 


Serious toxic effects have never been re- 
ported. Side effects extremely rare. Only 
contraindication is renal insufficiency. 


Bacteria do not develop resistance, even 
after prolonged 


Inexpensive, particularly important in long- 
continued therapy. 


Controls most common urinary infections 

Effectiveness in 3 to 14 days.4-5.® Bacteriostatic and bac- 
tericidal action is approximately the same 
order as sulfonamides and streptomycin.? 


Adult dosage: 3 to 4 tablets t.i.d. Children: in proportion. 


MAN DEHLAMINE 


NEPERA 


Chemical Co., Inc. 
Pharmaceutical Manufacturers, Nepera Park, Yonkers 2, N. Y. 


1, Scudi, J. V., and Duca, C. J.: J. Urology 61:459, 1949. 2. Schloss, W. A.: Connecticut M. J. 14:994, 1950. 3. Knight, V., and others: 
Antibiotics & Chemotherapy 2:615, 1952. 4. Beckman, H., and Tatum, A.L.: Wisconsin M. J. 51:185, 1952. 5. Carroll, G., and Allen, 


H. N.; J. Urology 55:674, 1946. 6. Kirwin, T J., and Bridges, J. P.: Am. J. Surgery 52:477, 1941. 7. New and Nonofficial Remedies, 
A.M. A., 1953, p. 88. 


“Mandelamine” is a trademark Reg. U. S. Pat. Off. of Nepera Chemical Co., Inc., for its brand of methenamine mandelate. 
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PROFOUND RELIEF AND 
QUICK REHABILITATION 


acute bursitis 


Profound and rapid therapeutic 


success in bursitis, especially in 
the acute stage, is obtained with 
HP*ACTHAR Gel. Cases refractory 
to other types of therapy have re- 
sponded to HP*ACTHAR Gel, re- 
gardless of the severity of the 
condition. Calcium deposits may 
disappear. 

HP*ACTHAR Gel, a new’ reposi- 
tory ACTHAR with rapid response 
and sustained action, is as easily 
administered as insulin with a mini- 
mum of discomfort, whether injected 
intramuscularly or subcutaneously. 
It is economical too, far less time 
and money being spent to restore 
the patient’s working ability. 


HP® ACTHAR® Gel is The Armour Laboratories Brand of © 
ified Adremocorticotropic Hormone —Carticatropin (AcT 


N 


The small total dose required affords econ- 
omy and virtual freedom from side actions. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY - CHICAGO 11, ILLINOIS 
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it takes more than spasmolysis 
to relieve functional _ 
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= hydrochole 
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enhances blood supply 
provides mild, natural jaxa’ 
without catharsis 


for prompt, 
bloating, flatulence, nausea, 


Dosage: One or, if necessary, two Decholin/Belladonna 
Tablets three times daily. 


Composition: Each tablet of Decholin/ Belladonna 
contains Decholin (dehydrocholic acid, Ames) 3% gr., 


and ext. of belladonna, % gr. (equivalent to tincture 
AM ES f \ of belladonna, 7 minims). Bottles of 100. 


COMPANY, INC. ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto s41sa 


G. I. distress —— 
Decholin/ Belladonna 
§ 4 
) 
reliable spasmolysis 
inhibits gmooth-muscle spas™--- 
istalsis 
ECHO N’ d 
D LIN’ win Bella onna 
3 relief of belching, 
indigestion and constipation 
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which i is s rheumatoid arthritis? — which is gouty arthritis? 


You won’t always find gout in the great toe... in 40 per- 
cent of gout cases, the first attacks occur in a finger, wrist, 
elbow, or knee.’ A quick way to distinguish between the 
rheumatoid and gouty forms of arthritis is to prescribe 


NEOCYLATE 


with CO LCHICINE 


Specific in Diagnosis... Therapy... Prophylaxis of 
GOUUTY ARTHRITIS 


Each NEocyLaTE* with Colchicine Entab* contains: 
Sodium Salicylate 4 gr.) 
Para-Aminobenzoic Acid (4 
(1/3 gr.) 
(1/250 gr.) 


1. Graham, W.: “ 
In enteric-coated, capsule-shaped tablets. 


Bull. 32:65, 1953. QOS AGE: 2 doses of 3 Entabs each, two hours apart, then 
*Trademark of The 2 Entabs every two or three hours for eight to fourteen doses as 
Dosage should be given to full effect. 


Company. ‘=O: Bottles of 200, 500, and 1000 yellow Entabs. 
In nongouty arthritic and rheumatic disorders, consider 
NEOCYLATE Entabs and Syrup NEOCYLATE (without colchicine). 


SAMPLES AND LITERATURE ON REQUEST 


CENTRAL PHARMACAL COMPANY 
PRODUCTS BORN OF CONTINUOUS RESEARCH 


SEYMOUR, INDIANA 


is 
\ 
NY 


ty 


ay often successfully inpatients in 
whom resistance or sensitivity other forts of 


NG 
3 
i 
| 
basic clinically | 
| 


mm (afebrile in hours) 


“‘Symptoms, including fever, largely 
cleared up within 24 to 48 hours,”* 


brand of tetracycline 


TETRACYN TABLETS (sugar coated) 
250 mg., 100 mg., 50 mg. 
TETRACYN INTRAVENOUS 

Vials of 250 mg. and 500 mg. 


TETRACYN ORAL SUSPENSION 
(amphoteric) (chocolate flavored) 
Bottles of 1.5 Gm. 


*English, A. R., et al.: 
Antibiotics Annual (1953-1954), New York, 
Medical Encyclopedia, Inc., 1953, p. 70. 


Lake Shore Drive, Chicago 11, Illinois 


aa 
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a neal advance in control of 
rheumatic pain and spasm 


greater predictability * greater safety 
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mephenesin “solubilized”* by sodium salicylate 


MEPHOSAL (capsules, tablets, elixir) combines the safe, 
skeletal-muscle relaxant mephenesin made freely soluble 
by the primary rheumatic analgesic, sodium salicylate — 

and thus more readily available. The result is predictable, 

faster relief from pain and spasm in over 70% of rheumatic 
patients as against 55% with salicylates alone, and unpredictable 
relief with comparatively insoluble mephenesin alone. 


IMPORTANT—now 3 dosage forms of MEPHOSAL—for greater flexibility and convenience. 


Each capsule contains: 
MEPHOSAL CAPSULES Mephenesin . = mg. 
odium alicylate O mg. 
Broad range ‘ general (does not contain homatropine methylbromide) 
rheumatic therapy Dose: 1 or 2 capsules every 3 or 4 hours. 

MEPHOSAL TABLETS Each tablet contains: 
Mephenesin. . tases cs 
For rheumatic cases with Sodium Salicylate. 
associated g.i. disturbance Homatropine Methylbromide « « « « 1.25 mg. 

Dose: 2 or 3 tablets every 3 or 4 hours. 
_ MEPHOSAL ELIXIR Each teaspoonful (4 cc.) contains: 

For rheumatic cases with Sodium Salicylate 
associated gi. disturbance Homatropine Methylbromide 2.5 mg. 


Dose: 1 teaspoonful every 3 or 4 hours. 
Special note: MEPHOSAL TABLETS and MEPHOSAL ELIXIR 
both contain homatropine methylbromide. 


All dosage forms should be given preferably after meals or with a little milk. 
There are no real contraindications to the use of MEPHOSAL— no fear of serious toxic reactions—no fear of blood dyscrasias. 


Please —when prescribing specify the dosage form clearly. 


(Creches) MINEOLA, N. Y. 


Therapeutic Preparations for the Medical Profession 


SAMPLES and 
literature on request. CROOKES LABORATORIES, INC. 
*Patent applied for 
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PROFEXRAY 100 MA-100 KV 
COMBINATION MODEL TC-3C 
RADIOGRAPHIC AND FLUOROSCOPIC UNIT. 


onty $3180 F.0.8. Maywood, Ill. 


For example, here’s a full 100 MA-100 KVP (not just 
10 MA at 100 KVP) Combination Radiographic and 
Fluoroscopic Unit that will fill all your needs. Yet, it’s 
so simple to use that even an office assistant can easily 
learn to take and develop perfect radiographs — at the 
actual time of installation. 


For still more proof — read Profexray’s exclu- 
sive triple guarantee... 


Check these important EXTRA features in 
the Profexray TC-3C unit: 


1. Complete focal spot protection of the tube 


at ALL MA, time and KV factors. 


2. Console Control (not small pedestal type). 


Simplified controls with clear, accurate 
calibrations. (You don’t have to use a mag- 
nifying glass to get the setting you want!) 


. Electronic Timer — for chest exposures as 


fast as 1/20 second. 


. Separate Tube Stand — for added flexibility 


in handling equipment and patients. Per- 
fectly balanced in all table positions. 6-foot 
chest radiographs can be taken without 
manually measuring distance from each 
patient. 


PROFESSIONAL EQUIPMENT CO. 


1409 NORTH FIRST AVE., MAYWOOD, ILL. 


Profexray units offer much more in con- 
venience, accuracy and construction fea- 
tures than any apparatus of comparable 
power — and Profexray costs far less. 


. Our representative will call at your con- 


venience — and give you full details of Pro- 
fexray performance, price and convenient 
credit terms — with absolutely no obliga- 
tion to you. 


. If you decide to take advantage of Profex- 


ray — you must be 100% satisfied that you 
yourself or your assistant can take and 
develop as fine a radiograph as you have 
ever seen, using your very own unit at the 
time it’s installed — or the equipment will 


be removed without charge or obligation. 


or, can you afford NOT to investigate 
exray further? Write, phone or wire 


NOQLLECT — TODAY — to have our repre- 


ative call on you at your convenience. 


Wore Than 16,000 Profemay Units How In Use “Throughout “The World 
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Hes a low-priced diagnostic x-ray unit that 
offers complete reliability and flexibility for 
both radiography and fluoroscopy. A single-tube 
combination unit with a table-mounted tube stand, 
Maxicon ASC provides two-tube efficiency at one- 
tube cost. 

It's the same story regardless of the x-ray equip- 
ment or supplies you need: At General Electric 
your money buys more performance . . . more de- 
pendability. This is the predictable results of Gen- 
eral Electric's never-ending search for ways to 


Like all G-E products, Maxicon 
ASC can be yours without initial 
capital investment on G-E’s 


Maxicon ASC is just 
one example of how 
General Electric x-ray 
equipment leads the 
way in performance 


improve the x-ray and electromedical apparatus 
available to the medical profession. 

Backing this broad line of quality equipment is a 
network of strategically located, factory-operated 
district offices. Through them, a highly trained x-ray 
specialist is available to you at all times. 

Whatever your diagnostic or therapeutic needs, 
call your G-E x-ray representative. Or write X-Ray 
Department, General Electric Company, Milwaukee 
1, Wisconsin, Rm. R-41, 


You can put your confidence in — 


GENERAL @@ ELECTRIC 


FEATURE MAXICON UNIT UNIT UNIT 
Y z 


asc 


Table positions from 10° Trendelenburg to vertical YES | NO | YES 


No other 


Variable ‘speed table angulation NO | NO | NO 


Radiation-protective table panels NO | NO | NO 


low-priced x-ray unit 


18-in. focal-spot to table-top distance for fluoroscopy NO | NO 


includes all these 


Counterbalanced tube stand, providing adjustable focal- 
film distances up to 40 in. 


NO | NO 


Signal-light centering system for Bucky radiography NO 


plus features 


Provision for cross-table radiography NO 


12-step line-voltage compensator NO 


Automatic selection of large or small focal spot NO 


45 x 78-in. or less space requirement NO 
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for your money! 
* 
, 
| 
| 
& 
| | Maxiservice® rental plan 
| 4 - - 4 4 
| | | 
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for most menopausal patients 


EFFECTIVE 
“...very successful in the relief of symptoms...” 


WELL TOLERATED 
“| .. effective maintenance dose is 0.05 mg. or less daily 


... Side effects are avoided.” 


ECONOMICAL 
well within the range of the average patient. 


ESTINYL 


1. Parsons, L., and Tenney, B., Jr.: 
M. Clin. North America 34 :1537, 
1950. 


2. Greenblatt, R. B.: J. Clin. En- 
docrinol. & Metab. 13 :828, 1953. 


Estiny_® (brand of ethinyl 
estradiol) Tablets: 0.02 and 
0.05 mg. 
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simple, 


effective 


conception control 


VAGINAL GEL 


4.00% MICINGL BIC 


E 

pH 4.5 = 
| 
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My, these treatments are so 
al COMFORTABLE and QUICK / 


That's just one of 

the reasons why doctors 
have bought over 
17,000 MICROTHERM’ 
diathermy units. ; 


Write for your copy of | - 
our new bulletin, The | | 
Ultimate in Diathermy. | 


POWER TUBE DIVISION 


MM: ® RAYTHEON MANUFACTURING COMPANY 
Microlhoanrm— 22 FOUNDRY AVE., WALTHAM 54, MASS. 


‘ 
3 
| The ultimate 
| 
Boot ae 
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CONTROLLED... 


SENSIBLE 


DIETING 


To reduce voluntary food intake, every 
curb appetite Am PLUS capsule provides 5 mg. of 
dextro-amphetamine sulfate 


while maintaining 


The balanced AM PLUS formula assures 
sound nutrition adequate vitamin-mineral supply, essential 
in any weight control program 


y 
DEXTRO-AMPHETAMINE 


Pyridoxine Hydrochloride 

Niacinamide 

Ascorbic Acid Phosphorus 
Calcium Pantothenate Potassium 
Calcium Zinc 


25 
A 
with 
Vitamin U.S.P, Units 
Vitamin D U.S.P, Units 
Thiamine Hydrochloride................... 2 mg. 
@ J. B. ROERIG AND COMPANY, Chicago 11, Illinois 


New 2nd Edition 
GROLLMAN-PHARMACOLOGY 
and THERAPEUTICS 


By ARTHUR GROLLMAN, Pbh.D., M.D., F.A.C.P. 


Lecturer in Pharmacology and Toxicology, The Medical Branch, and 
Professor and Chairman of the Department of Experimental Medicine, 
The Southwestern Medical School, University of Texas, Dallas 


Physicians who want a sound foundation for the 
rational and scientific use of drugs will find it in 
this complete presentation. Actions, indications, 
toxic effects, dosages and methods of administra- 
tion of drugs are described in detail. In the index 
they are listed by their common as well as official 
names. They are included also under the effects and 
symptoms which they induce, and the disorders in 
which they are used. Because most of the modern 
drugs have been introduced only recently, Dr. Groll- 
man’s work is an essential addition to every medi- 
eal library. 


New 2nd Edition. 866 Pages. 
127 Illustrations. 36 Tables. $10.00 


Washington Square 
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LEA & FEBIGER 
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New 2nd Edition 
MORITZ -THE PATHOLOGY 
OF TRAUMA 


By ALAN RICHARDS MORITZ, M.D. 


Professor of Pathology and Director of the Institute of Pathology, 
School of Medicine, Western Reserve University, Cleveland, Ohio 


Dr. Moritz, widely recognized as an authority on 
this subject, surveys the leading causes of injuries 
produced by violence, including those caused by 
industrial accidents and war. He discusses the man- 
ner in which they produce functional and struc- 
tural distrubances, their pathologic characteristics, 
sequelae, and collateral evidence of medicolegal 
interest. The new 2nd edition contains a new chap- 
ter on medicolegal autopsy; a new discussion of the 
psychosomatic complication of trauma; and a sum- 
mary of the present status of post-traumatic sys- 
temic metabolic disturbances that constitute the 


general adaptation syndrome. Fully up to date 
throughout. 


New 2nd Edition. 414 Pages. 
126 Illustrations. $8.50 


Philadelphia 6, Pa. 


save on 
your drug 
and supply 


DOCTOR pos 


mail this 
coupon 
for current 
catalog 


5 PHYSICIANS’ DRUG & SUPPLY CO. ‘ 
third and Callowhill Sts., Philadelphia 6, Pa. 
8 Please send me your Current catalog. ' 
NAME 
1 | 
g ADDRESS a 
city ZONE STATE 


A pleasant-tasting tablet...to be 
dissolved slowly in the mouth...not 
to be chewed or swallowed...made 
from milk combined with dextrins 
and maltose and four balanced non- 
systemic antacids...** 


Promptly stops ulcer pain... holds 
it in abeyance...and hastens ulcer 
healing. 

- In tubes of 25 at all pharmacies. 

Physicians are invited to send for 
reprints and clinical test samples. 


gastritis, 
hyperacidity, 


*Steigmann, F., and Goldberg, E., J. Lab. 
& Clin. Med. 42:955 (1953). 
**Mg trisilicate, 3.5 gr.; Ca carbonate, 2.0 
e3 Mg oxide, 2.0 gr.; Mg carbonate, 
.5 gr. 


HORLICKS CORPORATION 


Pharmaceutical Division RACINE, WISCONS 


OTHE NEAREST APPROACH 
10 THE CONTINUOUS 
NTRAGASTRIC DRIP FOR 
40m 
owe 
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S 
7 surgical operatin g table 


New Table/ 


Important Advance/ 


table top can NOW 
be lowered to — 


27° 


For convenient approach to the operative site 
throughout the posturing category. 


Write Dept. SM-4 for complete catalog 
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the literature on MULL-SOY. Liquid 


Cahill, W. M.; Schroeder, L. J., and Smith, A. H.: Digestibility and Biological Value of Soybean Protein in Whole Soybeans, 
Soybean Flour, and Soybean Milk, J. Nutrition 28:209, 1944 + Stoesser, A. V.: Clinical Evaluation of Soy Bean Food in Eczema 
of the Child, Ann. Allergy 4:404, 1944 + Schroeder, L. J.; Cahill, W. M., and Smith, A. H.: The Utilization of Calcium in Soybean 
Products and Other Calcium Sources, J. Nutrition 32:43, 1946 + Stoesser, A. V.: Influence of Soybean Products on the Iodine 
Number of the Plasma Lipids and the Course of Eczema, J. Allergy 18:29, 1947 + Clein, N. W.: Cow’s Milk Allergy in Infants, 
Ann. Allergy 9:195, 1951 « Sternberg, S. D., and Greenblatt, I. J.: Serum Protein Values in Infants fed Soy-Bean Milk, Ann. 
Allergy 9:190, 1951 + Sobel, S. H.: Milk Allergy in a Case of Triplets, Clin. Med. 59:362, 1952 + Glaser, J., and Johnstone, D. E.: 
Soy Bean Milk as a Substitute for Mammalian Milk in Early Infancy, Ann. Allergy 10:433, 1952 + Stoesser, A. V., and Nelson, 
L. S.: The Beneficial Effects of Soy Bean Products in Eczema of Infancy and Childhood, Journal-Lancet 73:487, 1953 + Glaser, J., 
and Johnstone, D. E.: Prophylaxis of Allergic Disease in the Newborn, J.A.M.A. 153:620, 1953 + Johnstone, D. E., and Glaser, J.: 
Use of Soybean Milk as an Aid in Prophylaxis of Allergic Disease in Children, J. Allergy 24:434, 1953 + Moore, I. H.: Infant Food 


Allergy, Journal-Lancet 74:80, 1954. 
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CONSIDER MULL-SOYFOR 
THE BABY AT BIRTH... 
ALONE OR WITH 
BREAST MILK 


ECZEMA 


PYLOROSPASM 


COLIC 


CONTINUE MULL-SOY 

HROUGHOUT THE PERIOD 

OF IMMUNOLOGIC 
IMMATURITY 


CONSTIPATION | 


RHINITIS 


ASTHMA 


MULL-SOY WILL KEEP MOST 
“MILK-ALLERGIC BABIES" 
SYMPTOM FREE AND WELL 
NOURISHED UNTIL IMMUNOLOGIC 
MATURITY IS ACHIEVED? 


AND MORE OFTEN 
THAN NOT YOU CAN 
SWITCH TO Cow's 
MILK LATER 
WITHOUT DIFFICULTY! 


| 
—} 
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EASY TO PRESCRIBE-—TO TAKE-—TO DIGEST S 
uid 


MULL-SOYii. 


HYPOALLERGENIC SOY FOOD FOR INFANTS, CHILDREN, AND ADULTS 


An emulsified liquid soy preparation, easy to use as evaporated milk, MULL-SOY 
MULL-SOY provides in one hypoallergenic is a logical basic formula for milk- 
source the protein, fat, carbohydrate, and sensitive infants. 

minerals essential for infant feeding. Standard dilution is 1:1 with water... 
Palatable, safe, easily digested, and as available in 152-oz. tins at all pharmacies. 


Professional literature and samples are available on request. 
Prescription Products Division The BORDEN Company, 350 Madison Avenve, New York 17, N.Y. @) 


1. Glaser, J., and Johnstone, D. E.: Ann. Allergy 10:433, 1952. 
2. Clein, N. W.: Ann. Allergy 9:195, 1951. 


oer 
WHEN THE PARENTS 
OR THEIR PREVIOUS = 
“CHILDREN HAVE A 
BIRTH 
MO. 
2 mo. 1 J 
3 mo. 48 HOURS 
ON MULL-8O 
ALU OccUR i 1S A RAPID 
5 MO. AFTER BIRTH RATIONAL 
DIAGNOSTIC 
6 Mo. METHOD 
ALL THE TIME™ 


ACCEPTED FOR ADVERTISING 
IN JOURNALS OF THE 
CAN MEDICAL ASSOCIATION. 


4 
Cc T R U Ss supplies needed vitamin 
_ ot life through childhood, adolescence, 
4 development. When ascorbic acid require- 
ments increase as in pregnancy, lactation, 


before you u prescribe. 


complete 
; 3 pee onset of action 
4 even maintenance 


ides oral, I.M., and LV. forms for of dosage 


(Division of E. Fougera & Co., Inc.) 


modern criteria of good digitalis therapy _ 
virtual freedom from gastric upset 
Consult your Physicians’ Desk Reference for dosage information. 
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CONSTIPATION 


due to an abnormally tight or 
spastic sphincter muscle. 
Consider the advantages of 
Drugless Dilation Therapy. 


Young's Rectal Dilators 
4 graduated sizes 
$5.50 children, 

$5.75 adults. 


Write today for repriat of article 
“Treatment of Constipation” 


F. E. YOUNG and COMPANY 
420 E. 75th St., Chicago 19, Ill. 


Pharmaceutical 
Laboratories, Inc. 


DETROIT 24 MICHIGAN 


Good! 

| 

BUFFONAMIDE 


Each 5 cc provides: Tre tasty, Cherry PENSION 
Sulfacetamide ......0.166 gm. favo, 
Sulfadiazine. .......0.166 gm. S 
Sulfamerazine ......0.166 gm. to all ot? 
buffered with sodium citrate 0.5 gm. 

Wide Spectrum—Highest blood levels —Safe—Minimal Side Effects— Highest 


Potency —Economica 
000 --$5.95 dozen Pints....... $3.25each Gallons.......$22.95 each 
or, at your prescription store. 


S.J. TUTAG AND COMPANY, 


19180 MT. ELLIOTT AVENUE e DETROIT 34, MICHIGAN 
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How Carnation 
protects the baby’s formula 
from farm to bottle 


Guards Your Recommendation 
5 Important Ways 


1. Carnation Field Service Men 
inspect supplier dairy herds and 
farm equipment regularly. Only 
milk meeting Carnation high 
standards is accepted. These Field 
Men also help the dairy farmer 
improve the milk he supplies to 
Carnation plants by bringing him 
newest information from the Car- 
nation Milk Farms about dairy 
equipment improvements and 
dairy herd feeding 


<4 2. From the famous Carnation 
Farms near Seattle, dairy cattle 
from world-champion Carnation 
bloodlines are shipped to supplier 
herds to improve the Carnation 
milk supply. 


3. Every drop of Carnation Milk » 
is processed solely by Carnation, 
in Carnation’s own plants, to Car- 
nation’s high standards, assuring 
constant high quality, uniformity. 


44. In the Carnation Laboratories, 
continuing research guards the 
purity and the nutritive values of 
Carnation Milk — develops new 
and improved processing methods. 


5. Carnation store stocks are date > 
coded and inspected regularly by 
Carnation salesmen to assure fresh- 
ness and high quality whenever a 
mother makes her purchase. 


A NEW IDEA! 


. More and more physicians are suggest- 
The milk every ing the use of reconstituted Carnation 
Milk during the transition from bottle 
doctor Knows! to cup, to avoid digestive upsets and 
- encourage baby’s ready acceptance of 
milk from the cup. 
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WITH PUMP 


Here’s our Whirlwind Air-Suc- 
tion Pump in a deluxe cabinet 


*199°° COMPLETE 


QUALITY FEATURES 


Hinged cover housing stainless 
steel spray and 2 oz. bottle racks. 
Polished black glass top. Stain- 


less steel toe strip. Dual electric 
outlet for lights, cautery, etc. 
Heavy gauge all-welded steel 
cabinet with four channel mount- 
ed drawers, rounded corners, 


complete with all fittings. Only 
at Wocher's will you find a value 
like this. Guaranteed equal to 
any similar $300.00 unit on the 
market. And only the “Debon- 
Aire” bings you all advantages gleaming baked enamel finish. 
of the Whirlwind heavy-duty (White or cream is optional.) 
pump. Wood grain 10% extra. 


Cabinet size: 14”x18” top, 24” overall width, height 
of glass top 30%” height overall 36%4”. Drawer 
size: two ui wide x 2” high x 12” deep, two 
124%” wide x 2” high x 12” deep. Pressure outlet 
on left and suction outlet to right facing cabinet 
is standard, but any other arrangement you want 


if you specify on order. 


CTX2550 DEBON-AIRE UNIT 
without Bottles or Sprays 


$199.50 


CTX 2515 Suction Bottle with stainless steel 
bracket, attached to side of cabinet......... $15.00 


CTX 2516 Ether Bottle with stainless steel 
bracket, attached to side of cabinet... 18.50 


609 COLLEGE ST. 
CINCINNATI 


SURGICAL - HOSPITAL 
SUPPLIES 


DISEASES OF THE EAR, NOSE AND THROAT 


By FRANCIS L. LEDERER, M_D., F.A.C.S., Professor and Head of the Depart- 
ment of Laryngology, Rhinology and Otology, ened of Illinois, College of 
Medicine, Chicago, and seven contributors, 


Here, in the most extensive revision of this classic, is the fullest and newest view 
obtainable of the diseases affecting the ear, nose, and throat. There are hundreds of 
new life-like illustrations, hundreds of new pages— all of them reflecting the most 
modern attitudes . . . all of them doing the most for you in your practice. New chap- 
ters on allergy, general pathology, ophthalmology, psychiatry, roentgenology, speech 
and voice, etc., provide encyclopedic information on otolaryngology and related sub- 
jects in this one volume. The fundamental factors of anatomy and physiology, the 
diagnostic approach, the latest treatment,— medical and surgical—are woven into a 
pattern as a standard guide. So fundamental and basic is this new greatly enlarged 
edition that it can be employed by schools and institutions for undergraduates and post- 
graduates ...so thorough that it can be theclinician’s right hand as a standard reference. 


Sixth Edition 
1490 double-column pages (67%” x 1044”), 979 illustrations, 20 full-page color plates, handsome binding $20. 


Fe A, DAVIS COMPANY conan, s 


Please send and charge my account, payable $ =a month- - 


Publishers Lederer “Diseases of the Ear, Nose, and Throat,” $20.00 
PHILADELPHIA 3, Pa. ae 
In Canada: THE RYERSON PRESS, Toronto Address 
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SO EASY 
TO DIGEST 


Pet Evaporated Milk is a/ways soft curd milk 
in which protein is heat-softened to prac- 
tically the ready digestibility of human milk. 
It’s one milk that babies in your care will 
tolerate from the very first feeding . . . one 
milk that helps them grow strong and sturdy 
from the start. 


Favored Form of Milk PET 


for Infant Formula 


MILE 


| 


| 


PET MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1, MISSOURI 
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Tn the many instances encountered in every- 
day practice when dietary adjustment assumes 
a therapeutic role, the special diet gains in nu- 
tritional value when the bread included is en- 
riched bread. 


Enriched bread, today the bulk of com- 
mercial bread, contains important amounts of 
added B vitamins, iron, and in most instances 
nonfat milk solids. Because it supplies signifi- 
cant quantities of essential nutrients that are 
metabolically required regardless of the condi- 
tion under treatment, enriched bread deserves 
a place in virtually all special purpose diets, 
including those for weight reduction. In the 
latter, two or three slices of enriched bread, the 
quantity usually allowed, contribute needed 
calories as well as essential nutrients in note- 
worthy amounts. 


the place 
Enriched Bread 


Dietotherapy be 


ty 


In compliance with government regulations, 
enriched bread, per pound, provides at least 
1.1 mg. of thiamine, 0.7 mg. of riboflavin, 
10 mg. of niacin, and 8 mg. of iron. By and large, 
enriched bread as marketed also supplies about 
400 mg. of calcium and 39 Gm. of protein. Since 
the protein consists of flour and milk proteins, 
it is biologically valuable for growth as well as 
tissue maintenance. Thus enriched bread can 
make a significant contribution to the satis- 
faction of daily requirements in dietotherapy. 
Bread rounds out virtually every diet. Be- 
cause it is readily digested and contains only an 
insignificant amount of indigestible residue, en- 
riched bread is rarely —if ever—contraindicated. 
@,, The Seal of Acceptance denotes that the nutritional 
statements made in this advertisement are accept- 
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AMERICAN BAKERS ASSOCIATION 


20 North Wacker Drive 
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Demand Castle 


CONTROL— The beam of the Safelight is 


positioned with the speed and facility of a flash- 
light in the hand. In its three most popular models, 
there is no counter-weight, no heavy ball to cause 
exasperating head injuries. Its internal counter- 
balancing mechanism is smooth, effortless, and 
uses no functional devices or manual locks. (Note: 
No. 51 does have counterweight. ) 


* EXPLOSION-PROOF SAFETY — Castle Safelights are truly 
4 _.~™s safe from explosion because of their unique and 


scientific construction. They meet all Under- 
writers’ requirements for hazardous locations, 
Patients and operating personnel are constantly 
guarded. Highly combustible gaseous mixtures 
cannot be ignited by any part of the Safelight or 
by phase of its use. This safety is mandatory in the 
operating room. 


~ 


star performance 


"SUPERIOR QUALITY OF LIGHT— Doctors using the Safe- 


light are amazed that its illumination so well com- 
pares with that of a major light. Its unique optics 
will illuminate the entirety of any deep cavity, yet 
without eye-tiring surface glare or contrast. With 
the Safelight, vision is better, easier and less 
fatiguing. 


Four 4-STAR MODELS — The most popular Safelight model 


is the No. 52, floor type with pantograph arm . 
available with 4-footed or circular base. The Wall 
and Ceiling types, Nos. 53 and 54, also feature the 
“easy-as-pointing-a-flashlight” adjustability. An 
alternate floor model, No. 51, has a conventional 
ball counterweight. Floor model casters are static 
conductive and provide complete stability in all 
lamphead adjustments. 


ORDER TODAY or write for complete information. 


WILMOT CASTLE COMPANY 
1250 University Avenue Rochester 7, N. Y. 


STERILIZERS AND LIGHTS 
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Many cases of anemia are the result of a deficiency 
of iron which has been omitted from the blood form- 
ing picture. Where such a condition is indicated, 
Vitaminerals offers an important link to the normal 
blood picture—a formulation designed to supply in- 
gredients often necessary in the formation, reproduc- 
tion, growth and final devolopment of red blood cells. 

In this formula, VM. No. 12, Vitaminerals presents 
a comprehensive nutritional approach to this often re- 
curring dietary deficiency by supplying important 
factors including the often overlooked but essential 
Vitamin C. 

Also present in the new VM. No. 12 formula is 
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an adequate supply of iron, the specific mineral in 
the hemoglobin molecule. 

To complete the nutritional value of this formula 
there are included important members of the Vitamin 
B Complex. No opportunity is overlooked to present 
a well rounded and balanced formulation with each 
link in the nutritional chain. Where higher potencies 
are required we recommend the use of VM. No. 12 
Plus. 

When it is indicated that the normal blood picture 
is distorted because of iron deficiency, allow us to 
suggest the use of VM. No. 12 and VM. No. 12 Plus 
as a supplemental aid. 


ITAMINERALS INC. 


Glendale 1, California 
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In a series of 231 cases of psoriasis’ receiving vari- 
ous methods of treatment, remissions occurred in 
only 16.5%. 

In a special series* of stubborn cases, all of which 


had failed to respond to other treatments, RIASOL 
was the only medication applied. 

The results with RIASOL were as follows: Definite 
improvement in 76% cases, complete clearing of skin 
patehes in 38%, scaliness cleared or greatly relieved 
in 71%, average healing time 7.6 weeks, no ill effects 
in any case, failures 24%. 

Clinical statistics show that RIASOL is better for 
psoriasis. 

RIASOL contains 0.45% mercury chemically com- 


bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient’s 
progress. 


RIASOL is supplied in 4 and 8 fid. oz. bottles at 


pharmacies or direct. 


1. Arch. Dermat, & Syph. 35:1051, 1937 
2. Med. Rec. 151:397, 1940 


MAIL COUPON TODAY— 
TEST RIASOL 
YOURSELF 


After Use of Riasol 


SHIELD LABORATORIES 


12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


JAOA—4-54 
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“It's so good to be back 
on the job, doctor’ 


TABLET 


NEOHYDRIN’ 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND WATER 


PRESCRIBE NEOHYDRIN whenever there is retention 
of sodium and water except in acute nephritis o\ : 
and intractable oliguric states. You can balance Xe > } 
the output of salt and water against a more — 


physiologic intake by individualizing dosage. From one 
to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea 
in each tablet. 


cadershig tr diuretic research 


(le LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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A Twelve-Year Study of Maternal Mortality* 


JAMES G. MATTHEWS, D.O., HARVEY C. ORTH, JR., D.O., AND 


ASTRID DELITZSCH, D.O. 


Maternal mortality and morbidity have always 
been acause of deep concern throughout the civilized 
vorld. Modern obstetrics, however, did not achieve 
any great reduction in this loss of life until the last 
quarter-century. As newer discoveries in the field of 
obstetrics were made, a gradual decline occurred which 
has become pronounced in the last decade. In 1950, 
for the first time in the United States, maternal mor- 
iality fell below one death per thousand. 

That maternal mortality can be diminished to zero 
is probably impossible, for, as Kerr has stated,’ “A 
price must be paid for motherhood. The most that can 
be accomplished is to bring it down to the irreducible 
minimum.” It is for this objective, “the irreducible 
minimum,” that obstetricians are striving. Only by con- 
stant vigilance and intelligent application of all avail- 
able facilities by everyone concerned with the care of 
the pregnant patient can this hope be realized. 

Deaths caused by the deadly triad, toxemia, hem- 
orrhage, and infection, now can be almost entirely 
eliminated through modern obstetric technics. There- 
fore, the greatest possibilities for further diminution 
lie in prophylaxis, which falls largely within the realm 
of the general practitioner and his colleague, the obste- 
trician, in the prenatal period. It is also true that other 
agencies responsible for public welfare and for educa- 
tion in fields of health and nutrition make important 
contributions to this prophylaxis. 

The need for maintaining an ever-increasing qual- 
ity of prenatal care becomes more apparent when view- 
ing the maternal mortality statistics of the past 3 years. 
\ major factor in the reduction of maternal mortality 
to the irreducible minimum has been the emphasis on 
early diagnosis and rational therapy of any abnormal- 
ity. As an example of this, we can cite the establish- 
ment of the Toxemia Registry Program, as a statewide 
program, which is endeavoring to decrease both the 
morbidity and mortality from toxemias, the first mem- 
ber of the fatal triad. We know that with intelligent 
care toxemias can be either prevented entirely, or 
ameliorated once the disease is established. 

Hemorrhage and infection as causes of maternal 
death can be eradicated mainly by meticulous manage- 
ment of the patient by the attending staff after admis 


*From the Department of Obstetrics, Detroit Osteopathic Hospital. 
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sion to the hospital. And yet, in these latter two com- 
plications, good antenatal care can also reduce the inci- 
dence. 

The material presented in this study deals with 
maternal mortalities over a 12-year period from Janu- 
ary, 1942, to January 1, 1954, at the Detroit Osteo- 
pathic Hospital. This institution is a general hospital 
serving patients from a metropolitan area and from 
varied economic groups. The bulk of obstetrics has 
been done by a large staff of physicians engaged in 
the general practice of osteopathic medicine. During 
this period there was a total of 33,960 deliveries with 
14 maternal deaths. Included in this series are all pa- 
tients whose gestation period was more than 5 months 
when admitted to the hospital. 


TABLE I—TOTAL DELIVERIES BY YEARS 


Mortality 
Year Deliveries Deaths Rate 
1942 1,196 1 First 4 
1943 1,651 1 years— 
1944 2,070 3 7 deaths 
1945 2,144 0 per 10,000 
— — live births. 
First 4-year total 7,061 5 
1946 2,747 2 Second 4 
1947 2,970 2 years— 
1948 2.742 2 7 deaths 
1949 2,904 2 per 10,000 
-- live births. 
Second 4-year total- 11,363 8 
1950 3,227 1 Third 4 
1951 3,836 0 yvears— 
1952 4,103 0 0.6 deaths 
1953 4,370 0 per 10,000 
— live births. 
Third 4-year total— 15,536 l 


12-year total—33,960 

12-year average incidence 0.041 per cent, or 4 deaths per 10,000 
live births 

All patients admitted to the hospital as obstetric 

cases remained for complete care regardless of com- 
plication, with the exception of active tuberculosis. As 
far as could be determined there were no deaths related 
to pregnancy either directly or indirectly within a 6- 
month period following discharge. 
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The increase in the number of patients cared for 
in the department of obstetrics has closely paralleled 
the growth of other hospital services. Beginning with 
1,196 births in 1942, the number increased to almost 
four times that figure when it reached 4,370 in 1953. 
In Table I are given the over-all figures including the 
mortalities by years and the total incidence, which was 
4 deaths per 10,000 births, or 0.041 per cent, for the 
12 years. Dividing the whole into three 4-year periods, 
a marked reduction is noted in the incidence from 7 
deaths per 10,000 births, .071 per cent, in 1942-1946, 
the first 4 years, to 0.6 per 10,000, 0.0064 per cent, in 
the last 4 years. The last maternal death occurred on 
January 15, 1950, and since that time 4 years have 
elapsed and more than 15,500 patients have been deliv- 
ered without further loss of life. 

This reduced incidence is attributable to nu- 
merous factors which are not obvious in a statistical 
analysis of the deaths, but which have consistently pre- 
vented others from occurring. These factors have been 
those which are considered responsible for the general 
reduction of mortality and morbidity throughout the 
country such as readily available banked blood, ac- 
curate typing and cross-matching, use of plasma and, 
more recently, plasma substitutes, use of antibiotics, 
improved prenatal care with recognition of adequate 
nutrition as a factor in the prophylaxis of toxemias of 
pregnancy, and the closer supervision and control of 
patients resulting from improvement in training of 
students in obstetrics in both hospital- and college- 
training programs. 

An additional factor is the extraordinary esprit 
de corps which exists within the Department of Obstet- 
rics and the hospital as a whole—laboratory, surgery, 
medicine, and so forth—in relation to the obstetric 
service. Also it has been the policy of the Department 
that, in case of an obstetric emergency, the most imme- 
diately available senior consultant automatically as- 
sumes management of the case. This eliminates unnec- 
essary and possible fatal delay in the institution of life- 
saving procedures. Another important factor is the 
constant attendance of an obstetric resident who, recog- 
nizing the urgency of a given situation, may call con- 
sultation whenever he feels the necessity for this serv- 
ice. In addition, open discussion is freely held among 
senior obstetricians whenever serious pathologic prob- 
lems arise. 


TABLE II—SUMMARY OF CAUSES OF DEATHS 


Peritonitis following cesarean section 

Eclampsia 

Toxemia and coagulation defect 

Uterine hemorrhage due to coagulation defect 
Ventricular fibrillation 

Pulmonary embolism 

Abdominal pregnancy with obstruction 

Ruptured aneurysm of right renal artery 

Cause not established—failed to react after anesthesia 


Total 


_ 


Number of Autopsies—10 
Autopsies Refused—+ 


In Table II are noted the causes of death. As in 
other studies the leading causes of death have been 
hemorrhage, toxemia, and infection. These three fac- 
tors comprised 9, or 64 per cent, of the total, and were 
for all practical purposes equally guilty. The remain- 
ing causes were those considered incidental to preg- 
nancy or factors related to it. All three deaths due to 
infection were caused by peritonitis following cesarean 
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section; intestinal obstruction occurred in all three. 
These were the only deaths occurring after cesarean 
section. 

In Table III, the great diminution in cesarear 
section incidence is seen by the decrease from 8.6 per 
cent in 1942 to a low of 2.7 per cent in 1951. Ther 
was a total of 1,268 cesarean deliveries, giving an inci 
dence for the 12 years of 3.7 per cent. Cesarean mor- 
tality was 0.23 per cent. These figures compare fa 
vorably with similar studies done at Chicago Lying-In 
Hospital,” Jewish Hospital, Brooklyn,* Cornell Univer- 
sity Medical College,* and many others throughout th« 
country. Early high incidence of section was due to 
loose indications, but the incidence gradually subsided 
with closer supervision and required obstetric consulta- 
tion before any cesarean section could be performed. 
Increasing safety of the operation and the great ad- 
vancements made by medicine in more recent years 
have been responsible for broadened indications, and, 
therefore, a slightly increased incidence generally. 
World averages in 1950 were about 6 per cent, accord- 
ing to Johnstone.* There have been no deaths follow- 
ing cesarean section at this hospital since 1949. 


TABLE III—CESAREAN SECTIONS 


Cesarean Per cent 
Year Total Births Sections Incidence 
1942 1,196 103 8.6 
1943 1,651 112 6.7 
1944 2,070 71 3.4 
1945 2,144 62 2.9 
1946 2,747 126 4.6 
1947 2,970 112 3.7 
1948 2,742 106 3.9 
1949 2,904 2 3.2 
1950 3,227 105 3.3 
1951 3,836 104 2.7 
1952 4,103 124 3.0 
1953 4,370 151 34 

33,960 


1,268 3.7 


Cesarean deaths—3 
Cesarean mortality rate—0.23% 

The following are case summaries of the fourteen 
mortalities. An attempt has been made to classify them 
according to cause of death although more than one 
factor was responsible. The first group includes the 
deaths following cesarean section; the first occurred in 
1942 when limited use of antibiotics was a factor, and 
the latter two involved management of bowel obstruc- 
tion. In 1946 the infant and maternal mortality com- 
mittee of the staff was set up for review of all infant 
and maternal deaths, and it was the opinion of the com- 
mittee that preventable factors were present in the last 
two cases. All three sections were managed by mem- 
bers of the general surgical staff. 


PERITONITIS FOLLOWING CESAREAN SECTION 


Case 1. A 28-year-old ambulatory para 0, gravida 
II was admitted at 1:00 a.m., January 25, 1943, her 
estimated date of confinement being January 20. Her 
previous pregnancy, 5 years before, ended in prema- 
ture labor at 5 months. Her prenatal period was un- 
eventful. Physical findings were essentially normal, 
and Ball measurements were adequate. Membranes 
were said to have ruptured prior to admission, con- 
tractions were mild, and the cervix was found to be 
dilated 2 cm. at rectal examination. 

Labor progressed slowly and became arrested at 
the midplane at 8 cm. dilatation; the position was not 


2 
| 


Volume 53 
Number 8 


noted. Small doses of Pituitrin did not result in prog- 
ress although contractions were stronger. She was 
taken to surgery for section 26 hours after admission, 
where a living female infant was delivered. Laboratory 
findings previous to section were normal for blood and 
urine. 

She was returned to her room in good condition, 
but 2 hours later her pulse became weak and rapid, 
and her blood pressure dropped to 75/50. Intravenous 
fluids, plasma, and vasopressors were given, and her 
condition improved. The following day her tempera- 
ture rose to 101.4 F., a retention catheter was intro- 
luced, and an intravenous infusion of 1,000 cc. of 
glucose in saline was started. Temperature and pulse 
remained elevated. A Levin tube was inserted, and she 
was placed in an oxygen tent. Sulfathiazole therapy 
was started, digitalis administered, and hot stupes ap- 
plied to the abdomen to relieve distention, 

The following day she was transfused with 500 
ce. of whole blood; later that night she developed a 
severe reaction following infusion of 60 cc. of another 
unit. In spite of continued therapy her condition de- 
teriorated, and she expired 20 hours later on her fourth 
postoperative day. 

Autopsy revealed a general peritonitis with lique- 
faction and infection of the myometrium. 

Case 2. A 17-year-old unmarried ambulatory 
para O, gravida I was admitted at 7:30 a.m. on Septem- 
ber 20, 1946. Her estimated date of confinement was 
September 22. Her prenatal history was uneventful 
except for a recent complaint of headaches and edema 
of the feet and ankles. Her blood pressure was 130/90, 
and her blood picture normal. Urinalysis showed albu- 
min 4 plus, numerous leukocytes, and 3 to 6 erythro- 
cytes per high power field. Except for mild pretibial 
edema her physical examination was not contributory. 

On admission, she was in early labor, with con- 
tractions at 5-minute intervals, cephalic presentation, 
cervix dilated 1 finger, and membranes intact. After 
about 22 hours of desultory labor, during which time 
frequent sedation was necessary, her contractions be- 
came very strong, but cervical dilatation was still 1% 
fingers. Snow pelvimetry was then done revealing a 
borderline cephalopelvic disproportion. 

At 1:30 p.m. September 21, her temperature be- 
came elevated to 102 F. and sulfadiazine therapy and 
intravenous fluids were instituted. Cesarean section 
was recommended following obstetric consultation. At 
3:59 p.m. a living male infant was delivered by classical 
cesarean section. The right fallopian tube was found 
to be deeply discolored and edematous and was re- 
moved. The patient was returned to bed at 4:45 p.m. 
in good condition. 


Her postoperative progress was satisfactory until 
the second day when abdominal distention and vomit- 
ing occurred, and she complained of abdominal pain. 
A sugar and soda enema was given with fair results 
and a Levin tube introduced with Wangensteen ap- 
paratus. Intravenous glucose was ordered every 8 
hours, Prostigmin was administered, and enemas were 
continued. The next day the patient was more com- 
fortable but her abdomen was still distended. In the 
afternoon, a foul lochia was noted; she experienced a 
chill, respirations became somewhat dyspneic ; and her 
temperature was 102 F. Aqueous penicillin, 50,000 
units every 3 hours, was started. Vomiting recurred, 
and the Levin tube was replaced by a Miller-Abbott 
tube which was advanced 4 inches every 2 hours. 
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On September 25, the fourth postoperative day, 
there was little change, and her temperature continued 
to indicate a septic course. She was given a transfu- 
sion of 500 cc. of whole blood. There were several 
involuntary liquid stools the next day, and her progress 
was slowly downward. On September 28 another trans- 
fusion was administered, following which she became 
somewhat cyanotic, her pulse was 150, respirations 28, 
and temperature 102.4 F. At 3:30 p.m. cervical dilata- 
tion was performed (for what reason the records do 
not show) under cyclopropane anesthesia. Death oc- 
curred at 5:17 p.m. after the usual heroic efforts to 
prolong life. 

Autopsy revealed cardiac dilatation, pleural effu- 
sion, pulmonary thrombosis with infarction, and acute 
peritonitis. Death was attributed to generalized toxemia 
resulting from peritonitis. 


Case 3. A 35-year-old ambulatory para 0, gravida 
III was admitted at 4:00 a.m. on August 6, 1949. Her 
estimated date of confinement was August 13. The pre- 
vious history was not significant except for two spon- 
taneous abortions in the first trimester. Her prenatal 
history was confusing in regard to alleged kidney in- 
fection and other vague symptoms. Pretibial edema, 
grade I, was present, and her blood pressure was 
125/90. She weighed 270 pounds, was 5’4” in height, 
and complained of dyspnea on exertion. The mem- 
branes had ruptured spontaneously 2 hours prior to 
admission, contractions were irregular, the cervix was 
dilated 2 cm., and the head was at minus | station. 


At 5:20 a.m. cesarean section was performed for 
indications presented by the attending physician. A 
living male infant was delivered by low vertical section, 
and bilateral tubal ligation was performed under spinal 
anesthesia. 


She was returned to bed in good condition. On 
the first postoperative day at 6:00 a.m. she vomited a 
large quantity of brown fluid. Vomiting occurred at 
intervals throughout the day. She was ambulatory in 
spite of distention, and late on the second day an infu- 
sion of 1,000 cc. of Trinidex and pyridoxine, 200 mg., 
was started. On the third day, abdominal distention 
was increased and vomiting continued. A Levin tube 
was inserted at 10:00 a.m. and 1 Pavatrine tablet was 
given every + hours. Administration of Trinidex and 
pyridoxine was repeated at 3:30 p.m. There was little 
change in her condition and on the fifth postoperative 
day, her temperature rose to 100.4 F. and her pulse 
was 128. On the next day the temperature was 102.6 
F. at 8:00 a.m., pulse 140, respirations 36. The skin 
was moist and cold and pulse weak. The temperature 
rose to 104 F. at noon when atropine sulfate, 1/150 
grain, was given and a Miller-Abbott tube was intro- 
duced. She progressed rapidly into a terminal state and 


expired at 2:45 p.m., her temperature having risen to 
107.4 F. 


Autopsy revealed pericardial and pleural effusion, 
advanced atelectasis, peritonitis, extreme intestinal dis- 
tention, and rupture of the liver. Cause of death was 
toxemia due to acute peritonitis following rupture of 
the cecum. 

HEMORRHAGIC SYNDROME 


Hemorrhage has always been one of the most 
feared of all obstetric complications, and today it is the 
major cause of maternal death in the United States in 
spite of the ready availability of blood in most hos- 
pitals. There were no deaths in this series from typical 
postpartum hemorrhage. This cause of maternal death 
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has been prevented by a regimen which is briefly as 
follows: (1) Improved prenatal care preventing or 
correcting the anemias of pregnancy; prompt recogni- 
tion of anemia immediately after admission to the hos- 
pital (an.immediate blood count is done on every pa- 
tient whether she is in active labor or not) ; (2) imme- 
diate investigation of even the most minimal bleeding ; 
(3) trained obstetric operators and supervision to re- 
duce trauma due to delivery; (4) the presence of a 
trained anesthesiologist resulting in expertly adminis- 
tered and controlled anesthesia; (5) availability of 
whole blood plasma, and plasma substitutes. The blood 
of any patient admitted with a hemoglobin content less 
than 70 per cent (10.5 grams per 100 cc.) is typed 
and cross-matched and compatible blood is held avail- 
able. 


The three deaths associated with hemorrhage were 
caused by coagulation defects of the blood which pre- 
vented clot formation due to intravascular clotting and 
afibrogenemia or total defibrination of the circulating 
blood. Two other patients with this type of hemorrhage 
were saved by hysterectomy and multiple transfusions. 


The first of these, case 4, occurred in 1947 in asso- 
ciation with uterine rupture through a classical cesar- 
ean scar; the second and third in 1948 were associated 
with a very sudden placental separation and precipitous 
labor. Kellogg® reported a series of cases in which the 
blood became noncoagulable, resulting in a high per- 
centage of deaths. His classification of this hemorrhagic 
syndrome included a type which he designated as 
atypical nontoxic. It is characterized by “open sinu- 
soids at time of separation [placental] from causes un- 
known [which] permit the absorption into the blood 
stream of endometrial, amniotic and other types of 
detritus.” Case 5 fits this classification while Case 6 
was possibly that of an atypical toxic type of separa- 
tion of the placenta. They were both of the sudden 
shock-hemorrhagic variety, associated with noncoagu- 
lability of the blood. Fibrinogen was not available at 
this time. 


One other death might well be discussed in con- 
nection with this syndrome. Case 7, occurred after 
convulsions, shock, and noncoagulability of blood de- 
veloped almost simultaneously. While it is virtually 
impossible to determine the precipitating factor in each 
individual case, it may be presumed from clinical and 
laboratory evidence that the sudden release of thrombo- 
plastin by the placenta or the uterine endometrium was 
responsible for the noncoagulability of the blood due to 
defibrination. 


Subsequently, two more cases occurred involving 
coagulation defects resulting in postpartum hemor- 
rhage. These were managed by hysterectomy and mul- 
tiple transfusions, and the patients recovered. Space 
does not permit further discussion of this sudden and 
alarming complication, but immediate treatment is out- 
lined by Kellogg,® Page,” Weiner,® and Reid,® in their 
published reports. Use of intravenous fibrinogen 
(Cohn’s Fraction I), coupled with prompt and strenu- 
ous therapy advocated by the aforementioned authors, 
has further reduced the mortality. 


Case 4. A 29-year-old para I, gravida II was ad- 
mitted by wheel chair at 10:30 a.m., July 6, 1947. Her 
confinement date could only be approximated because 
of long periods of amenorrhea since her previous de- 
livery by classical cesarean section 2 years before. She 
had been scheduled for repeat cesarean on July 8, but 
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while attending church felt a sudden tearing pain in 
her abdomen. 

On admission to the hospital about 1 hour later 
she complained of constant abdominal pain. Her blood 
pressure was 110/70, pulse 80, and there were no clin- 
ical signs of shock. Her blood count and hematocrit 
reading were normal. 

Upon palpation of the abdomen, the fetal position 
was not readily determined, the heat tones were not 
audible, and the uterus could not be outlined. A diag- 
nosis of uterine rupture was made, and at 11:30 a.m., 
under spinal anesthesia, a stillborn male infant was de- 
livered from the abdominal cavity. The uterus was 
found to have ruptured through the entire length of the 
old classical incision, expelling the fetus and placenta 
into the abdomen and contracting tightly. 

A moderate amount of bloody amniotic fluid and 
a few large clots were found in the abdominal cavity. 
The uterine tear was débrided and easily closed, the 
fallopian tubes ligated, and the incision closed; clots 
were removed, but much of the fluid was left in the 
abdomen. She was returned to bed at 12:40 p.m. Plas- 
ma and whole blood administration, started in surgery, 
had been interrupted in the process of moving and was 
restarted. Her blood pressure was 100/60, her pulse 
96. She was restless and complaining of abdominal dis- 
comfort. Demerol, 100 mg., was given. An hour later 
the dressing was checked and found to be saturated 
with dark serous blood. It was changed but was rapid- 
ly resaturated. The patient was becoming extremely 
agitated, and the intravenous needles were again dis- 
turbed. Her pulse was weak and her color poor. 
Intranasal oxygen was started, vasopressors were 
given, and attempts were made to transfuse additional 
blood. Pitocin, 1 cc., was given intramuscularly and 
repeated in 45 minutes becauses the uterus did not 
seem tightly contracted. There was moderate vaginal 
bleeding. 


At 4:00 p.m. it was decided to explore the abdomen 
for a possible source of bleeding. The abdominal cavity 
was free of clots but contained an unspecified amount 
of bloody fluid. No source of bleeding was found. 
The bloody fluid was removed by suction, and the inci- 
sion closed. In spite of further attempts at transfusion, 
the patient expired at 6:30 p.m. 

Death was attributed to exsanguination due to 
uterine rupture, and later this exsanguination was rec- 
ognized as due to a coagulation defect. 

Case 5. A 27-year-old ambulatory para I, gravida 
II was admitted at 12:15 p.m., February 16, 1948. Her 
estimated date of confinement was May 17. Her pre- 
vious pregnancy had been uneventful, and she had de- 
livered a normal full-term infant. She gave a history 
of spotting at + months and of light bleeding at 5 
months, but otherwise her present pregnancy had been 
normal until 8 days previous to admission when bright 
painless bleeding had persisted in small amount. 

' On initial examination she presented a picture of 
a well-nourished female in the sixth month of gesta- 
tion; the fundus was 3 cm. above the umbilicus, fetal 
heart tones were present, the presenting part was un- 
engaged, and the cervix was 2 cm. in length and slight- 
ly patulous. The blood pressure and other physical 
findings were normal. Urinalysis was negative, and 
blood studies showed 3,470,000 erythrocytes, hemo- 
globin 66 per cent, and RH-negative type A blood. 

’ She was placed on a regimen of stilbesterol, 100 
mg. twice a day, and bed rest. She complained of 
headache and backache. The following day, proges- 


Volume 53 
Number 8 


terone, 25 mg. intramuscularly, was added to the ther- 
apy. Minimal bleeding continued, and it was necessary 
to give sedation for abdominal cramping. The uterus 
was relaxed, and contractions occurred at infrequent 
intervals. Her blood count was rechecked on February 
18, and there was little change from the previous 
count. However, because of the possibility of hemor- 
rhage, it was decided to transfuse 500 cc. of whole 
blood as soon as it was available. 

Dilaudid was given at intervals through the night 
for cramping; bleeding was not noticeably increased. 
At 1:10 p.m. a transfusion was started. At 1:25 p.m. 
the patient became very nauseated, began to have a 
violent chill, and complained of severe cramping. Her 
pulse was 138. The transfusion was discontinued by 
the resident, and 1 grain of codeine was given. Her 
temperature rose to 102 F., and the pulse was 124. 
Uterine contractions were frequent, and bleeding con- 
tinued steadily but in small amount. At 3:34 p.m. the 
blood pressure was 84/68. Intravenous administration 
of 5 per cent glucose in saline was started and plasma 
ordered. 

Labor became intense, and rectal examination re- 
vealed a breech presentation, the cervix being dilated 
2 fingers. A few minutes later, at 4:18 p.m., she de- 
livered precipitously a stillborn premature infant, and 
the placenta was expelled at 4:22. Pitocin and Neo- 
gynergin, 1 cc. of each, were given. Later Pitocin was 
administered intravenously because of moderate con- 
tinuous loss of blood which did not coagulate. Consul- 
tation was called, and the patient was removed to the 
delivery room where plasma administration was started. 
Bleeding could not be controlled by oxytoxics or by 
continuous massage of the fundus. Continuous oxygen 
was administered, and Pantopon, 4% grain, was given 
for restlessness. 

Compatible Rh-negative blood was not imme- 
diately available, and further attempts were made to 
control the bleeding by intrauterine packing. It was 
noted that neither the blood from the uterus nor whole 
blood drawn from the vein was clotting. Compatible 
blood was obtained at 5:00 p.m. and 500 cc. were 
administered along with 5 cc. Koagamin. The uterine 
packing was ineffective, and it was replaced with an- 
other pack heavily sprinkled with topical thrombin 
powder. 

Attempts were made to clamp the cervical arteries 
from below with no success. The patient continued in 
a state of severe shock in spite of additional blood 
given by venesection and cannula. Surgical consulta- 
tion was called and hysterectomy was decided upon, 
but the patient expired at 8:37 p.m. before it could 
be performed. 

Autopsy revealed a large open uterine sinus. Death 
was due to exsanguination and afibrinogenemia. 

Case 6. A 36-year-old para IV, gravida VI en- 
tered the hospital by stretcher at 10:50 p.m., October 
22, 1948, in a state of shock. Her estimated date of 
confinement was November 11. She had been dis- 
charged from the hospital the day before, because, al- 
though her membranes had ruptured, labor had not 
begun. She had not responded to small doses of 
Pitocin, and further attempts at induction did not seem 
indicated. Her previous labors had been normal, and 
there had been one early spontaneous abortion. 

During the few weeks before admission there had 
been mild pretibial edema, occasional scotomata, and 
oceasional spotting. She had been taking Lugol’s solu- 
tion at intervals for hyperthyroidism. Her physician 
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stated that she had been a difficult patient to manage 
because of her husband's uncooperative attitude. Her 
previous physical examination had revealed nothing 
noteworthy. 

On admission her blood pressure was 60/35, and 
no radial pulse could be obtained. There were incon- 
tinence of feces, bleeding from the gingiva, and emesis 
of bile and what appeared to be fluid blood. Her 
temperature was 103 F.; the pupils were equal, and 
her lips were cyanotic. Her body was flushed, and 
the carotids were pulsating. There were no uterine 
contractions and no vaginal bleeding. The cervix was 
dilated 2 cm., and the fetal head was at the brim 
of the pelvis. She was given oxygen intranasally and 
glucosaline intravenously. Because of her extreme 
nervousness and apprehension luminal sodium, 2 
grains intramuscularly, was administered for sedation. 

At 11:20 p.m. a moderate amount of vaginal 
bleeding began, her blood pressure was 60/35, and 
the radial pulse still was not palpable. At 12:20 a.m. 
she started to complain of abdominal pain which 
proved to be caused by almost constant severe uterine 
contractions. She was placed in an oxygen tent. Rectal 
examination revealed a rim of cervix around the head 
at 0 station. She was prepared for delivery in the 
room, and at 12:55 a.m., administration of 500 cc. of 
whole blood was started. The laboratory reported at 
that time that the blood drawn on admission still had 
not clotted. 

A stillborn infant was delivered at 1:15 a.m. 
under ether-oxygen anesthesia, by manual rotation 
from a right occiput posterior presentation to right 
occiput anterior presentation and low-forceps extrac- 
tion. Bleeding was profuse, and the placenta was 
manually extracted because of uterine atonia. Pitocin, 
1 cc., followed by Neo-gynergen, 1 cc., were given 
intravenously. Uterine packing, using two uterine 
packs and Gelfoam, was attempted, but atonia and 
bleeding continued. 

The patient was moved to surgery, and at 2:15 
a.m. the abdomen was opened under cyclopropane and 
oxygen anesthesia. The uterine vessels were clamped, 
the uterus was again repacked, and the bleeding abated. 
While in surgery, 1,500 cc. of whole blood were given 
by venipuncture and cannula in addition to 1,500 ce. 
of plasma. Luminal sodium and Pentothal sodium in 
limited amounts were administered for sedation but 
were not effective in controlling the thrashing about, 
and constant restraint was necessary. She expired 
at 4:30 p.m. 

No blood pressure or pulse was evident at any 
time in surgery. Laboratory determination showed 
clotting time and prothrombin time to be infinite. 
Autopsy revealed congestive heart failure, extreme 
friability of the liver with edema and destruction of 
hepatic cord cells, noncoagulation of blood, and gen- 
eralized petechial hemorrhage. 

The cause of death was exsanguination due to 
acute hemorrhagic diathesis (afibrinogenemia). 

Case 7. A 30-year-old ambulatory para III, 
gravida V was admitted at 1:00 p.m., January 15, 
1950. Her estimated date of confinement was not 
known, but she appeared to be at term. Her prenatal 
period had been uneventful until the day before ad- 
mission when “spotty vision” and slight edema of the 
hands were noted. Her previous pregnancies had been 
normal with the exception of one early abortion. 
Physical examination was not contributory except for 
a blood pressure of 144/104. Laboratory blood count 


showed erythrocytes 4,490,000, leukocytes 4,200, and 
hemoglobin, 12.5 gms. per 100 cc.; the differential 
count was normal. 

Rectal examination revealed 1 cm. cervical dilata- 
tion and cephalic presentation at -3 station. Con- 
tractions were every 5 minutes, and fetal heart tones 
were 156. An enema was given, and a sedative, com- 
bining Delvinal sodium, 1% grains, and Demerol, 100 
mg., was administered orally. The patient appeared 
to be extremely apprehensive and uncomfortable. At 
2:35 rectal examination revealed 3 fingers dilatation 
and the fetal head at 0 station. Within a few minutes 
the patient became convulsive and cyanotic, her pulse 
was imperceptible, and her blood pressure unobtain- 
able. Acting on the premise that the patient was 
eclamptic, 3 grains of Delvinal sodium were given 
intravenously and intranasal oxygen was started. There 
was no vaginal bleeding. Caudal analgesia was decided 
upon as an attempt to control convulsions, but respira- 
tions suddenly ceased at 3:10 p.m. before it could be 
instituted. A stillborn male infant was delivered by 
mid forceps at 3:13 p.m. 

Autopsy revealed right heart dilatation, open 
uterine sinuses, and extreme friability of the liver. 
Death was attributed to an acute fulminating toxemia 
associated with noncoagulability of the blood (afibrino- 
genemia ). 

ECLAMPSIA 

The third member of the deadly triad, eclampsia, 
was responsible for the death of two patients, one of 
whom was admitted in a moribund state. The manage- 
ment of pre-eclampsia and eclampsia in this hospital 
was recently reviewed by the senior author,’® and since 
the present program of therapy was instituted, there 
has been one death due to eclampsia in over 30,000 
deliveries. The aim of treatment since 1944 has been 
as follows: 

1. Restoration of water and electrolyte balance. 

2. Elimination of arteriolar spasm. 

3. Support of liver function. 

4. Restoration of body proteins. 

Control of vasospasm and hypertension has been 
accomplished in large measure by the use of regional 
block anesthesia and, more recently, by the use of 
hypotensive drugs, such as the Veratrum viride sub- 
stances and Apresoline. 

However, as mentioned earlier, toxemia of preg- 
nancy is considered as being preventable. The Toxemia 
Registry"! and the associated program should, ideally, 
reduce this cause of maternal death to a minimum. 
However, this can be done only with full cooperation 
of both patient and physician. The urgent need for 
early prenatal care must be understood by the patient, 
and a large part of the responsibility must fall on her 
shoulders. This, in turn, calls for a large-scale educa- 
tional program by physicians, health agencies, and even 
schools and colleges to instruct and prepare the young 
woman for marriage, pregnancy, and the family life 
to which she must adjust. 

Prenatal care is directed toward prevention of 
nutritional deficiencies and anemia, prevention of ex- 
cessive weight gain, and early diagnosis and treatment 
of any disorders. A high-protein diet is outlined for 
the patient, and supplemental vitamins and iron are 
indicated. All the information necessary has been 
supplied by the Toxemia Registry Program. 

Case 8. A 25-year-old para 0, gravida I was 
admitted by ambulance in a state of coma at 9:00 
a.m. July 22, 1944. She had been found unconscious 
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in bed by her mother, and it was not possible to deter 
mine the length of her coma. The patient was ob- 
viously eclamptic. Physical examination revealed a 
rapid irregular pulse; anasarca with moist rales and 
a frothy, bloody sputum, denoting pulmonary edema, 
and pretibial edema grade IV; albuminuric retinitis, 
grade III; absence of corneal reflexes; and dilated 
pupils. Blood pressure was 210/135. 

Luminal sodium, 2 grains, and morphine sulfate, 
\% grain, were given. Administration of continuous 
oxygen was started. An intravenous infusion of 15 
per cent glucose in distilled water and a unit of plasma 
were started, and magnesium sulfate, 10 cc. of 25 
per cent solution, was injected into the tubing. Cyano- 
sis became more pronounced, and aspiration of mucus 
was constantly necessary. 

Fetal heart tones were auscultated at 160, and. 
since the patient’s condition was just becoming termi 
nal, cesarean section in the interest of the infant wa: 
done. Respirations ceased, and the patient was pro 
nounced dead at 11:55 a.m. 

Autopsy was refused. The cause of death was 
eclampsia (nonconvulsive ). 

Case 9. A 20-year-old ambulatory para 0, gravida 
I was admitted to the hospital at 1:45 a.m., April 10, 
1949. Her estimated date of confinement was April 
23. Her previous history was not significant, and he: 
prenatal period had been uneventful until a week 
before admission when headache, edema, and scoto- 
mata appeared. She had not notified her physician 
until the onset of labor. 

Upon initial examination there was moderate 
pretibial edema, and the blood pressure was’ 154/100. 
The eyegrounds were not examined. Labor was es- 
tablished with uterine contractions every 5 minutes, 
the cervix 1 finger dilated, cephalic presentation, and 
the head engaged. At 2:10 a.m. Delvinal sodium, 4% 
grains, and Demerol, 100 mg., were given, and the 
membranes ruptured spontaneously. At 3:10 a.m. 
labor had progressed to 3 fingers cervical dilatation, 
and the head was at 0 station. Continuous caudal anal- 
gesia was started at 3:30 a.m., and at 5:17 a.m. she 
delivered spontaneously a living male infant. The 
placenta delivered at 5:20 a.m. and 1 ce. of Pitocin 
was given intramuscularly. 

She was returned to bed at 6:00 a.m. in appar- 
ently good condition, the caudal needle was not re- 
tained in place, and her blood pressure was 156/98. 
Postpartum orders were written for a high-protein, 
salt-free diet, Delvinal sodium, 1% grains every 4 
hours, and 2 ce. of 50 per cent magnesium sulfate 
intramuscularly at the same interval. Blood pressure 
was checked every hour. At 9:00 a.m. the patient 
complained of headache and diplopia. She was drowsy 
and her response to questions was slow. At 11:30 
a.m. a retention catheter was inserted into the bladder, 
and 1,000 cc. of intravenous 10 per cent glucose in 


‘distilled water was administered and followed by a 


unit of twice-concentrated plasma to stimulate diuresis. 
She suffered a slight chill during infusion of the 
plasma, and it was discontinued. 

At 9:35 p.m. the blood pressure was 180/120 
and the patient had a convulsion lasting about 2 min- 
utes. The intern on duty gave ether inhalations for 
a short time to control convulsions. Delvinal sodium, 
4 grains, 50 cc. of Sorbitol, and 10 cc. of 25 per cent 
magnesium sulfate were given intravenously, and at 
10:00 p.m. a unit of normal plasma was given and 
intranasal oxygen started. The blood pressure at 3:30 
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a.m. was 160/110, and the pulse was noticeably weaker 
than previously. Respirations were rapid and labored. 
By 5:30 a.m. her axillary temperature had reached 
104 F., and she was very cyanotic. 

Streptomycin, 250 mg., was given; Sorbitol was 
repeated. The pulse continued to be weak and rapid 
and the respirations rapid. Atropine sulfate, 1/75 
grain, was given because of beginning pulmonary 
edema. She expired at 7:45 a.m., 26 hours after 
delivery. 

Cause of death was given as eclampsia, but 
autopsy was refused and the secondary causes could 
not be determined. 

ANESTHESIA 


There were two deaths in which general anes- 
thesia was involved, but not as the direct cause. The 
‘irst of these occurred in 1942 when the patient, who 
vas found to be an aspirin and Pyramidon addict, 
‘ailed to react following delivery under ether-nitrous 
oxide-oxygen anesthesia. 

In the second, in 19+, ventricular fibrillation 
vecurred within 2 minutes after induction of anes- 
thesia with Vinethene. The classic essentials for this 
‘ype of cardiac arrest were present in this case: ex- 
ireme apprehension with an expressed fear of death, 
severe pain, and excitement induced by anesthesia. 
No deaths have resulted from any type of anesthesia 
in over 30,000 cases since then. 

Inhalation anesthesia has largely been replaced by 
conduction anesthesia in the management of pain dur- 
ing labor and delivery in our institution. At this time 
over 16,000 conduction anesthetics have been given 
to obstetric patients without fatal accident. A com- 
petent staff of anesthesiologists on 24-hour duty has 
greatly reduced the risk from accidents related to the 
administration of anesthetic agents. 

Case 10. A 26-year-old ambulatory para II, 
gravida III was admitted on September 15, 1942, at 
2:30 am. Her estimated date of confinement was 
September 24. Her history revealed two previous 
breech deliveries, the first of which was a stillbirth. 
Her prenatal period was significant in that she had 
not been under the care of a physician licensed to 
practice obstetrics and was not seen by the physician 
who admitted her until a week before hospitalization. 
As was revealed later, she also was addicted to bro- 
mides and acetylsalicylic acid derivatives, taking as 
many as 20 tablets daily over a period of 6 months. 

Other than moderate obesity, physical examina- 
tion revealed nothing of significance. Her blood pres- 
sure was 130/90 on admission. Membranes were said 
to have ruptured on the previous day. Labor had 
begun 2 hours before examination, and contractions 
were moderately severe at 3- to 4-minute intervals. 
The cervix on rectal examination was dilated 5 to 
6 cm. Contractions were desultory. X-ray pelvimetry, 
utilizing the Ball method, showed ample room in the 
pelvis for the presenting fetal head. The patient was 
extremely uncooperative and was restless and noisy 
through the night in spite of Dilaudid sedation and 
infrequent pains. 

The following day quinine, 3 grains, followed by 
an enema stimulated contractions only slightly. At 
1:00 p.m. cervical dilatation was 8 cm. and the mem- 
branes were again ruptured. At 1:40 p.m. 3 minims 
of Pituitrin were given and repeated at 3:00 p.m., at 
which time the blood pressure was 175/70 and the 
patient was unmanageable. 
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At 3:30 p.m. anesthesia was induced by ether- 
nitrous oxide-oxygen, and a living male infant was 
delivered by mid forceps extraction without difficulty 
at 3:41 p.m. The placenta was delivered at 4:12 after 
some delay. Blood loss was not unusual. Pituitrin 
and ergonovine, 1 cc. of each, were given intra- 
muscularly. 

She was returned to bed at 4:45 p.m. and had 
not reacted from the anesthesia; her color was fair, 
pulse good, and respirations rapid. Intravenous gluco- 
saline 5 per cent was started. A short time later she 
was placed in an oxygen tent because of shallow, 
rapid respirations. Her condition rapidly failed in 
spite of the usual methods of resuscitation. She ex- 
pired at 5:40 p.m. There was no external bleeding, 
and the uterus was well contracted. 

Autopsy revealed passive congestion of the lungs 
and liver, diffuse toxic nephrosis, and fibrosis of the 
spleen. 

The death certificate read: Drug addiction, shock, 
pulmonary embolism, and congenital syphilis. 

Case 11. A 40-year-old ambulatory para II, 
gravida IV was admitted at 9:00 p.m. September 14, 
1944. Her estimated date of confinement could not 
be accurately determined owing to menstrual irregu- 
larity, but she appeared to be at term. Prenatal history 
was uneventful except for repair of an_ incisional 
hernia at 4+ months. Her previous deliveries were 
normal, and a spontaneous abortion 2% years before 
had been uncomplicated. The patient, who was ex- 
tremely apprehensive and rather wild-eyed, expressed 
a fear of dying. Her blood pressure was elevated to 
142/94, but there was no evidence of toxemia. The 
abdominal incision was draining slightly. 

At initial examination, the membranes were intact 
and contractions were mild and irregular. Rectal ex- 
amination revealed no dilatation and no engagement. 
At 10:45 p.m. Pituitrin, 2 minims, was given sub- 
cutaneously and repeated at 11:30 p.m. when con- 
tractions became severe and about a minute apart. 
Membranes were visible at the introitus. 

Vinethene inhalation anesthesia was started 
through an open mask while the patient was still in 
the labor bed. She became cyanotic, dyspneic, and 
unconscious almost immediately. Continuous oxygen 
was started and 1 cc. of Metrazol was given intra- 
muscularly at 12:05 a.m. Intravenous Metrazol was 
repeated by the resident at 12:10 a.m. and, as a last 
resort, by intracardiac injection at 12:15. The patient 
expired at 12:17 am. At 12:18 a stillborn female 
was delivered by outlet forceps. 

Autopsy revealed peripheral emphysema, but 
nothing else noteworthy. The cause of death was con- 
sidered to be ventricular fibrillation. 


MISCELLANEOUS CAUSES 


The following three cases perhaps represent those 
falling into the “irreducible minimum” class. It is 
possible, however, that increased vigilance somewhere 
in the course of pregnancy might have prevented the 
unfortunate circumstance involved in the case of 
abdominal pregnancy. 

Since autopsy was refused in the first case, the 
clinical cause of death could not be substantiated patho- 
logically. However, the character of the sudden col- 
lapse and rapid clinical course developing in a previ- 
ously normal patient indicated an embolic phenomenon. 

The second case was one of three abdominal 
pregnancies which were seen in the 12-year period. 


= 
il 
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One full-term abdominal pregnancy was undiagnosed 
until the abdomen was opened at scheduled cesarean 
section, and another was diagnosed at 6 months with 
a dead fetus. Both mothers recovered uneventfully. 
In the case included in this report, the abdominal con- 
tents and the ureters were incorporated into a hope- 
lessly tangled and obstructed mass. It is indeed 
amazing that the patient lived as long as she did with 
such tremendous functional interference. 

Had the retroperitoneal hemorrhage in the third 
case occurred during waking hours, it is possible that 
it might have been diagnosed. Its insidious develop- 
ment with little clinical evidence of its severity was 
not discovered until the patient awakened in pain and 
shock. 

Case 12. A 33-year-old ambulatory para II, 
gravida III was admitted on February 26, 1944, at 
1:30 a.m. Her estimated date of confinement was 
February 17, and her prenatal period had been un- 
eventful as were her two previous deliveries. Physical 
examination revealed nothing noteworthy except in- 
creased systolic blood pressure, 146/74. Urinalysis 
showed a 4 plus albumin, with 3 to 8 leukocytes per 
high power field. 

Initial examination revealed 4 cm. cervical dilata- 
tion, irregular uterine contractions, membranes al- 
legedly ruptured, and the head in the pelvis. Her 
progress was slow, and at 10:00 a.m. Pituitrin, 2 
minims, was given intramuscularly, followed by 1 
minim at 10:30, when the membranes again ruptured 
spontaneously. Labor was not stimulated by the 
Pituitrin, and therefore the patient was given sedation 
for rest that night. At 2:30 a.m., on February 27, her 
contractions became stronger, and at 4:20 a.m. she 
was delivered through a completely dilated cervix by 
low mid forceps of a living male infant. The placenta 
was expelled at 4:32 after repair of a left mediolateral 
episiotomy. There was light bleeding. 

The patient was returned to bed at 4:45 a.m. in 
apparently good condition. At 5:30 a.m. she com- 
plained of a sudden violent pain in her chest; her 
pulse was 112, respirations 44 and labored. Con- 
tinuous oxygen and morphine, % grain, were admin- 
istered. Further attempts at resuscitation were of no 
avail, and the patient expired at 6:25 a.m. 

Autopsy was refused, and the cause of death was 
attributed to pulmonary embolism. 

Case 13. A 20-year-old para I, gravida II was 
admitted in a wheel chair at 12:15 p.m. June 11, 1946. 
Her estimated date of confinement was August 23. 
Quickening had been noted 2 months previously. She 
gave a rather jumbled account of a prenatal period 
which had been complicated by nausea and vomiting 
throughout, moderate bleeding in January, and treat- 
ment for threatened abortion. In March she entered 
a large hospital in the city where she remained several 
days under observation for pain. She was seen by a 
consulting obstetrician and discharged. She continued 
to have severe abdominal pain, and her family was 
led to believe it was largely of emotional origin. Two 
days previous to admission to this hospital she was 
taken to a hospital where she was shackled to a bed 
in the psychiatric ward. While there she was subjected 
to myelography which was evidenced by opaque mate- 
rial in the subarachnoid space seen in a scout x-ray 

of the abdomen. 

Her height was 5 feet 6 inches, weight 174 Ibs. ; 
blood pressure 174/100, pulse 96, and respirations 40. 
Her abdomen was extremely distended and painful on 
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palpation. The fetus or uterus could not be outlined, 
and fetal heart tones were not audible. Her right leg 
was slightly atrophic due to “paralysis” 10 years be- 
fore, and she walked with a distinct limp. Her heart 
was noted as normal. There was pretibial edema. 


She complained of vague generalized abdominal 
pain and stated that she had not had a bowel move. 
ment for 5 days. There was evidence of dyspnea, 
and her skin was pale. 


Laboratory examination of the blood revealed 
2,190,000 erythrocytes, 24,850 leukocytes, and 38 per 
cent hemoglobin. The blood was type A, Rh negative. 
The differential count was not significant. Urinalysis 
showed nothing noteworthy. X-ray of the abdomen 
showed marked elevation of both hemidiaphragms. 
The lung fields were normal. The fetus appeared to 
have reached 6 to 7 months gestation and was lying 
unengaged in the lower part of the abdomen in the 
midline in cephalic presentation. Rectal examination 
was made, and the cervix was thought to be 3 cm. 
dilated. No uterine contractions were noted. 


The patient was given an enema which resulted 
in a large amount of liquid stool which brought her 
considerable relief. She was ambulatory and com- 
plained but little. After some difficulty, blood for 
transfusion was procured and given the next morning 
along with 10 per cent glucose in saline which already 
had been started. After receiving 100 cc. of blood 
she had a reaction, and blood was discontinued. Her 
temperature rose to 105 F., but returned to normal 
in a few hours. She was transfused successfully later 
in the day. 


About 6:00 a.m. of June 13 she began coughing 
severely and was soon expectorating blood-tinged 
frothy debris. She was placed in an oxygen tent, digi- 
talization was attempted immediately, and morphine 
and atropine were given. In spite of these measures, 
she expired at 12:13 p.m., 48 hours after admission. 

Autopsy revealed a tubo-ovarian pregnancy in- 
corporating the sigmoid colon, both ureters, and 
omentum in the thick sack which enclosed the fetus. 
Cause of death was acute right myocardial failure 
with pulmonary edema, obstruction of the sigmoid 
colon and ureters, and hemorrhage into the abdominal 
cavity. 

Case 14. A 20-vear-old ambulatory para 0, 
gravida IT was admitted at 12:10 a.m., May 23, 1947. 
Her estimated date of confinement was May 30. His- 
tory, physical examination. and laboratory findings 
were all normal. The membranes ruptured spontane- 
ously shortly after admission. and after a rather 
short, easy labor she delivered a living male infant 
spontaneously at 6:55 a.m. The placenta was delivered 
without difficulty, and a midline episiotomy was re- 
paired. Anesthesia was nitrous oxide-oxygen-ether. 
The patient was returned to bed at 7:45 a.m. 


The remainder of the day was uneventful except 
that she had some difficulty in urinating at about 6:00 
p-m. At 2:00 a.m. the patient awoke and complained 
to the nurse that she was having gas pains. At 4:45 
a.m: she was becoming pale and clammy, and the 
pulse was thready. The uterus was firm, there was no 
external bleeding, but she still complained of ab- 
dominal pain. Plasma was. started soon after and 
intranasal oxygen was administered. Her condition 
became worse very rapidly and she expired at 
6:20 a.m. 


Autopsy revealed a retroperitoneal hemorrhage 
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due to a ruptured saccular aneurysm of the right renal 
artery ; cause of death was exsanguination. 
INFECTION 

Infection as a factor in maternal mortality has 
been completely eradicated at Detroit Osteopathic Hos- 
pital. This has come about not only because of the 
use of antibiotics but also because of the changing 
concept of obstetric care. The maternal pelvis is 
evaluated before delivery to eliminate the possibility 
of a cephalopelvic disproportion. Labor is carefully 
supervised by the resident and intern staff and the 
attending physician. The judicious use of intravenous 
dilute Pitecin infusion (on approval of a senior ob- 
stetrician ) has been of considerable help in the manage- 
ment of desultory labor or uterine inertia. All patients 
in the labor room for more than 24 hours must have 
consultation. 

Antibiotics are used whenever indicated; for ex- 
imple, prior to cesarean section when the membranes 
have been ruptured, in cases of prolonged labor with 
ruptured membranes, or when membranes have been 
ruptured for 24 hours before admission to the hospital 
or onset of labor. 

Immediately after delivery of the placenta, the 
uterine cavity is explored manually to determine the 
presence of any retained placental fragments or lacera- 
tions. This procedure has decreased both postpartum 
hemorrhage and infection. 

The policy of early ambulation, initiated in 1944, 
has aided in prevention of thromboembolic disease of 
the pelvis and femoral veins, and, since a low-grade 
bacteremia is also an etiologic factor, antibiotic therapy 
is indicated. 

SUMMARY AND CONCLUSIONS 

It can be readily agreed today that prevention of 

maternal mortality is a task requiring constant intelli- 
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gent effort of a number of individuals responsible for 
some phase of the care of the pregnant patient. In- 
cluded in this group is the patient, who must place 
herself under the care of a competent physician early 
in pregnancy. Other members of her family also must 
take part in encouraging this early care. 


Close cooperation thereafter between the attend- 
ing physician, the laboratory, the hospital departments 
of medicine and surgery, the anesthesiologist, and the 
resident and intern staff is an absolute necessity. 
Without this teamwork maternal mortality will con- 
tinue to be a shameful blot upon the culture of our 
country. We believe very strongly that the irreducible 
minimum in mortality is being reached and that it 
can be maintained in our hospitals. 


1. A 12-year study of maternal mortality at the 
Detroit Osteopathic Hospital was presented. In this 
period 33,960 patients were delivered and there were 
14 maternal deaths, giving a mortality rate of 0.041 
per cent. 


2. The three major causes of death were toxemia, 
hemorrhage, and infection. These deaths due to hem- 
orrhage were produced by factors causing incoagula- 
bility of the blood. There have been no deaths due 
to hemorrhage from any other cause. 


3. The cesarean section incidence was given and 
found to compare favorably with other private insti- 
tutions in the country. 


4. A gradual decrease in maternal mortality has 
occurred over the 12 years, with no deaths in 4 years 
and 15,535* births. Factors responsible for this de- 
creased incidence were discussed. 


saene the publication date this number has increased te more than 
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THE PLACEBO AND THE PHYSICIAN 


Psychiatrists tell us that a patient in distress has two great 
elemental needs in variable proportions—a need to be dependent 
and a need to be punished. The manner in which the latter is 
met is only too familiar to anyone who has swallowed the 
average prescription or submitted to surgery, but the physician, 
playing as ever the dual role of punisher and protector, also 
shares the burden of the sick and thereby gives double relief. 
Wolff stated that when a physician writes a prescription he is 
in effect silently saying to the patient, “I will take care of you.” 
It is a promise, and the pill the patient swallows, no matter 


what its nature, acquires potency as a symbol of faith, wisdom 
and support. This simple ritual has been the vital link between 
physician and patient through the ages. Despite the scientific 
achievements of this century the physician himself is still the 
most important therapeutic agent, a fact which gives elemental 
meaning to the much bandied phrase, “doctor-patient relation- 
ship.” The word cure comes from the Latin verb meaning to 
care for; placebo means J will please-—Thomas Findley, M.D., 
Medical Clinics of North America, November, 1953. 
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INTRODUCTION 


Among the clinical variants of rheumatoid arth- 
ritis are those associated with evidences of hyper- 
splenism. A moderate percentage of chronic rheuma- 
toid arthritics will, during the span of years encom- 
passing their experiences with the disease, develop mild 
leukopenia ; a much smaller group will progress to ex- 
treme degrees of leukopenia, usually associated with 
splenomegaly. Rheumatoid arthritis and splenomegaly, 
without hematologic findings suggesting hypersplenic 
activity, is not common. 

The symptom complex consisting of anemia, leuko- 
penia, a yellowish brown discoloration of the exposed 
skin, splenomegaly, and in some patients generalized 
lymphadenopathy, all associated with chronic rheuma- 
toid arthritis, is known as Felty’s syndrome or the Still- 
Chauffard-Felty syndrome, first described in detail by 
Felty in 1924. Although it is probable that the inci- 
dence of this syndrome is not so rare as collective sur- 
veys of reported cases might indicate, particularly in 
view of the large segment of the population of the 
United States who are victim to the arthritides, that 
number being estimated by recent statistical study to be 
not less than seven and one-half millions, we wish to 
record our experience with such a case and to discuss 
briefly some phases of the complex. 

There are several functions of the normal spleen 
of actual or potential value in the physiologic economy, 
though none in the adult are indispensable. Most 
known splenic functions are related to factors of hema- 
tocytogenesis and to selective destruction of at least 
some circulating cellular elements. Specifically, it is 
fairly certain that in the adult the spleen is capable of 
(1) producing lymphocytes and monocytes; (2) re- 
moving from the blood circulating through it damaged 
or senescent erythrocytes and fractions of presplenic 
erythrocytic dissolution; (3) elaboration of hormonal 
substances that influence the activity of bone marrow, 
that is, contributing to the regulation of cellular pro- 
duction by marrow and the release of those cells from 
marrow; and (4) in a little-understood manner influ- 
encing the quality of some marrow-produced cells. The 
reservoir function of the spleen, considered of im- 
portance yesteryear, is presently questionable, as also 
is its status as a “detoxifying” organ. 

In that group of diseases associated with splenic 
dysfunction, and often with splenomegaly, ample evi- 
dence has accumulated to indicate that the condition 
has resulted not from abnormal elements produced, but 
from an exaggerated or accelerated variation of its 
normal functions. In Felty’s syndrome the total leuko- 
cyte count, always decreased, may be very low. Usually, 
the neutrophilic cells will proportionately be most di- 
minished, but not invariably so. Mild eosinophilia may 
be present. Thrombocyte counts and results of erythro- 
cytic fragility tests are generally normal. Anemia is the 
rule. Often there is low or absent gastric acidity. Mar- 
row cell counts may be quite within normal range. 

Much of our present-day knowledge of splenic 
function has accrued from studies of the changes ob- 
served following splenectomy, whether splenic disease 


per se necessitated its removal or not. In the absence 
of widespread marrow dysplasias, usually related to 
gross degenerative or replacement marrow pathologies, 
definite hematologic alterations are regularly observed 
to follow splenectomy. Those changes include (1) 
thrombocytosis, which may be temporary or perma- 
nent; (2) leukocytosis—a neutrophilic granulocytosis 
early, being succeeded by lymphocytosis with many im- 
mature forms; (3) later, mild to moderate eosinophilia 
which may persist ; and (4) equally marked erythrocy- 
tic alterations, there being, generally speaking, a de- 
velopmental trend toward normalcy. It has been sug- 
gested that in Felty’s syndrome maturation arrest and 
failure of release of marrow-produced cells, even 
though the marrow is active and demonstrating an in- 
crease of immature granulocytes, may be due to hor- 
monal inhibiting factors from hypersplenism. 

Most victims of chronic rheumatoid arthritis asso- 
ciated with hypersplenism are subject to recurrent 
pyogenic infections. Occasional cases with very low or 
even absent circulating granulocyte percentages do not 
exhibit such susceptibility and are difficult to explain. 
No relationship exists between the severity of the 
arthritic process in the adult and the development of 
hypersplenism, nor is there any relationship between 
the activity of the arthritis and developing splenic dys- 
function. 

CASE REPORT 

On September 16, 1952, a 55-year-old married 
white female was seen at the clinic for evaluation of 
her arthritic state. The history revealed the onset of 
arthritis at the age of 27. It began in the right hand 
and gradual progression over the years included in- 
volvement of the wrists, fingers, elbows, shoulders, 
hips, knees, ankles, feet, and some areas of the spine. 
A long history of anemia was obtained. Some 20 years 
ago an unsuccessful attempt had been made to correct 
flexion deformities of the knees by manipulations and 
casts. The family history was not contributory; there 
had been no other cases of arthritis in her family. She 
had had measles, chickenpox, and pertussis in child- 
hood. Twice during the past 5 years she had pneu- 
monia. Within recent years there had been many minor 
infections, principally respiratory ; for those infections 
she had received penicillin and other antibiotics and 
sulfonamide drugs. 

Physical examination revealed a thin pallid indi- 
vidual transported in a wheelchair that has been de- 
signed and constructed to meet her particular needs. 


‘She was well oriented, alert, and very pleasant. The 


hips and knees, and to a lesser degree the elbows, were 
maintained in partial flexion. Motion in the major 
joints was restricted, more by pericapsular fibrosis and 
contractures than by bony obstructive phenomena. 
Multiple finger joints were absent, producing flipper 
deformities. There were palpable cervical and inguinal 
lymph node enlargements. Scattered over the backs of 
the hands and forearms were multiple irregular patches 
of yellowish brown discolorations of the skin. The 
spleen was palpable 2 fingerbreadths beneath the costal 
margin. Physical findings were not otherwise remark- 
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able. Radiographs of several major and minor joints re- 
vealed changes of advanced rheumatoid arthritis, some 
with total joint absorption. 

On September 17, 1952, laboratory studies were 
as follows: urine analysis essentially negative; leuko- 
cytes 3,300, erythrocytes 3,810,000, hemoglobin 73 per 
cent, granulocytic series 71, lymphocytic series 29; 
results of Mazzini and Kolmer tests negative; brucel- 
losis agglutinins negative in all dilutions ; sedimentation 
( Westergren) 85 mm. in 60 minutes; blood uric acid 
2.4 mg. per cent; fasting blood sugar 100 mg. per cent ; 
thrombocytes, 475,000; slight anisopoikilocytosis; no 
malaria parasites seen on repeated smears. A diagnosis 
of probable Felty’s syndrome was rendered and splen- 
ectomy advised to follow preoperative transfusions. 

The patient’s family wished further confirmation 
and consulted a well-known Southwestern clinic a few 
days later. A report of laboratory studies from that 
clinic to us was as follows: leukocytes 5,050, erythro- 
cytes 3,950,000, hemoglobin 62 per cent, granulocytic 
series 62 per cent, lymphocytic series 23 per cent, 
ihrombocytes 195,000, reticulocytes 0.6 per cent, mar- 
row smears-myeloblasts 0.8 per cent, myelocytes 10.4 
per cent, juveniles 9.6 per cent, neutrophils 7.6 per 
cent, eosinophilic staff forms 28.8 per cent, the baso- 
philic staff forms, lymphocytes 3.6 per cent, no plasma 
cells or monocytes, normoblasts 35.2 per cent, erythro- 
blasts 4.0 per cent, no megaloblasts, erythrocytic-gran- 
ulocytic ratio 2:3, no atypical cells seen, megakaryo- 
cytes of normal number, and normal maturation of all 
series. They confirmed our impression of probable 
Felty’s syndrome and recommended a trial period of 
conservative measures designed for the correction of 
anemia and possible consideration of cortisone therapy 
for relief of arthritic pain. 


Over the next 5 weeks the patient received ferrous 
iron, multiple vitamin capsules, 100 mcg. of parenteral 
cyanocobalamin every other day, and Butazolidin in 
full therapeutic doses with caution to follow a low salt 
diet. Butazolidin was an ideally efficient agent in the 
control of arthritic pain and no side reactions were ex- 
perienced by this patient, nor did we observe any sig- 
nificant blood changes that we thought attributable to 
the drug. 

On October 11, 1952, results of laboratory studies 
were: leukocytes 4,450, erythrocytes 3,860,000, hemo- 
globin 65 per cent, lymphocytic series 37, monocytes 4, 
neutrophilic stab forms 4, neutrophilic segmented cells 
55, and 11 basket cells per 100 leukocytes. On October 
24, 1952, laboratory findings were: leukocytes 4,800, 
erythrocytes 3,420,000, hemoglobin 65 per cent, lym- 
phocytic series 33, neutrophilic stab forms 16, neutro- 
philic segmented cells 49 per cent, 1 myelocyte, 1 
lymphoblast, and 21 basket forms per 100 leukocytes. 
On November 4, 1952, laboratory findings were : leuko- 
cytes 3,300, erythrocytes 3,240,000, hemoglobin 77 per 
cent, lymphocytic series 35, neutrophilic stab forms 4, 
and neutrophilic segmented cells 61. 

On October 24 the patient was admitted to Okla- 
homa Osteopathic Hospital for surgical preparation. 
Following 1,000 cc. of whole blood divided into two 
transfusions, the laboratory reports were: erythro- 
cytes 4,300,000, hemoglobin 81 per cent, thrombocytes 
205,000, reticulocytes 35,000, total bleeding time 45 sec- 
onds, coagulation time 6 minutes, hematocrit 36 vol- 
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umes per cent. On November 8, 1952, under thiopental 
sodium-cyclopropane-oxygen-d-tubocurarine anesthesia, 
splenectomy was performed. 

The report of the pathologist follows: “A very 
much enlarged spleen which weighs 413 grams. Cap- 
sule is smooth. Microscopic examination: The essen- 
tial characteristic of the microscopic appearance of 
this spleen is the tremendous development of fibrous 
connective tissue throughout. This is a chronic fibrous 
splenitis. The individual lymphocytes are small and 
broken. The walls of the small vessels are thickened. 
There are a few areas of free hemorrhage in this speci- 
men. There is some scarcity of the red blood cellular 
elements. There is very definite increase in the thick- 
ening of the capsule, meaning that this is a perisple- 
nitis, as well as the chronic connective tissue change 
within the organ.” 

During surgery lasting 52 minutes and during the 
recovery period, a total of 1,000 cc. of whole blood was 
transfused. On November 12, 1952 the laboratory re- 
ports were: leukocytes 7,400, erythrocytes 3,960,000, 
hemoglobin 81 per cent. Recovery was singularly un- 
eventful and she was dismissed to her home on No- 
vember 17. 

Subsequent laboratory findings were: December 
22, 1952: leukocytes 8,100, erythrocytes 4,750,000, 
hemoglobin 93 per cent, lymphocytic series 53; mono- 
cytes 5, neutrophilic stab forms 1, neutrophilic seg- 
mented cells 40, eosinophils 1; February 6, 1953: 
leukocytes 6,900, erythrocytes 4,410,000, hemoglobin 
83 per cent, lymphocytic series 48, neutrophilic series 
49, basophils 1, eosinophils 2; April 6, 1953: leuko- 
cytes 9,500, erythrocytes 4,860,000, hemoglobin 93 per 
cent, lymphocytic series 65, monocytes 6, neutrophilic 
series 27, eosinophils 2, basket cells 16 per 100 leuko- 
cytes; marrow smears: eosinophils 0.5 per cent; no 
basophils, myelocytes 8.5 per cent, juveniles 9.5 per 
cent, staff cells 27 per cent, segmented cells 27 per 
cent, lymphocytic series 25.5 per cent, myeloblasts 2.0 
per cent, promyelocytes 4.5 per cent, eosinophilic mye- 
locytes 0.5 per cent, eosinophilic stab forms 0.5 per 
cent, polychromatic macroblasts 0.5 per cent, polychro- 
matic normoblasts 7.5 per cent, polychromatic normo- 
blasts in mitosis 1.0 per cent; no pathology of red cells. 
No medications or other treatment have been advised 
since early in March of 1953. The patient feels well. 
At a clinic visit in early July she requested considera- 
tion of possible orthopedic measures that might permit 
her to walk again. In view of the multiple surgeries 
that such a program would entail we have discouraged 
such procedures. 

SUMMARY 

We have presented a case of rheumatoid arthritis 
associated with hypersplenism and splenomegaly, the 
so-called Felty’s syndrome. Some phases of splenic 
function have been briefly discussed. From a clinical 
standpoint this case has shown early improvement fol- 
lowing elective splenectomy. We are not in a position 
to advance any opinion regarding maintenance of bene- 
fits in this or similar cases undergoing splenectomy. 
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The dictionary’ defines neuritis as a lesion of a 
nerve or nerves, either degenerative or inflammatory. 
Neuritis is characterized by pain, hypersensitivity, 
paresthesia or anesthesia, muscular atrophy, paralysis, 
and lost reflexes in the part supplied by the involved 
nerve. There are numerous forms of neuritis, the 
differentiation being dependent upon such factors as 
ctiology, pathology, location, mode of onset, and the 
number of nerves involved. 


Neuralgia is defined as a severe paroxysmal pain 
along the course of a nerve, not associated with demon- 
strable structural changes in the nerve. The pain of 
neuralgia is sharp, stabbing, and paroxysmal, lasting 
usually but a short time. Tenderness is often present 
at the points of exit of the nerve. These are known 
as points douloureux. The paroxysms of pain may be 
initiated by contact with specific areas, the trigger 
zones. 

The above definitions may be very clear-cut and 
decisive, but when the pathologist is asked for his 
definition of these lesions and for his explanation of 
their origin, the answer is much different. This answer 
may frequently end with, “But we really don’t know 
exactly what these neuritides and neuralgias are. We 
don’t know what causes them except in a few selected, 
and actually atypical, cases.” 

Various neuritides have been attributed to 
trauma; ruptured nucleus pulposus; poisons such as 
alcohol, lead, or mercury; and diseases such as diph- 
theria, typhoid fever, or syphilis. They have also been 
attributed to pressure on nerve roots, pressure on 
nerves in their peripheral courses, edema of the nerve 
sheath, and edema of the axis cylinder. Avitaminoses 
of varied alphabetical description and endocrine dis- 
turbances have been blamed. Finally, psychosomatic 
dysfunction is always brought up as a possible cause. 

The neuralgias are even more frustrating from 
the etiologic aspect. The taxonomist evades the prob- 
lem of their classification by the simple expedient of 
attaching the word “neuralgia” to a word indicating 
a particular nerve or region of the body such as tri- 
geminal neuralgia, supraorbital neuralgia, cervico- 
occipital neuralgia, ischialgia, or sciatica. Of course 
there also are the visceral neuralgias in their splanchnic 
profusion (hepatic, gastric, intestinal, uterine, or ovar- 
ian neuralgia). 

Such confusion and division among taxonomists 
and pathologists are multiplied a thousandfold when 
therapy is brought into the picture. Vitamins are 
injected in alphabetized abundance. Intervertebral disks 
are sclerosed, removed, decompressed, mobilized, or 
immobilized ; the status quo must be changed! Nerves 
are stretched, heated, chilled, cut, or evulsed. They 


*This paper is based on the original experimental and clinical 
work begun by Benjamin Ulanski, M.D., and further developed and ex- 
panded by the joint efforts of Dr. Ulanski and Glenn F. Ulansey, D.O. 
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are injected with anesthetics or injected with alcohol. 
Medicines are swallowed, inhaled, injected, applied, 
and sprayed. Trigger zones, douloureux zones, head 
points, and the psyche are all different areas which 
may be treated in attempting to alleviate the pain 
resulting from the neuritides and the neuralgias. The 
surgeon may operate on the peripheral nerve, the nerve 
root, the ganglion, or the brain itself in trying to 
relieve the sometimes intractable pain. 

To the chaotic state engendered by this situation 
may be added the difficulty caused by the inclusion 
of other related, often idiopathic, and always painful 
conditions of neuromuscular or connective tissue ori- 
gin. Thus has confusion been confounded. 

The diversity of the possible etiologies and the 
confusion of the therapies caused us to search for 
a successful method for the treatment of these condi- 
tions. It caused us to search for the common de- 
nominators of pain, in diagnosis, and relief of pain, 
in therapy. 

The fact that I have spoken at considerable length 
of the confusion, diversity, and multiplicity of thera- 
pies of these conditions is not meant to imply that 
they are of no value. Far from that—many of these 
differing procedures may be extremely successful in 
the treatment of individual cases. 

The therapy, the use of which we are propound- 
ing, is of far more universal application. It is one 
that is applied with facility, is not excessively time 
consuming, has no deleterious after-effects, and has no 
contraindications. It is a treatment that can be re- 
peated for recurrence of the original condition, if 
that should ever become necessary. Of course, if there 
are any definite, tangible, known pathologies that exist 
in a causal relationship with the given clinical syn- 
drome, they should be removed as soon as feasible. 
If malignancy is suspected, exhaustive studies should 
be made and a search performed which is not to be 
terminated by a possible cessation or diminution of 
pain while under treatment. 


The lure of finding a method for the relief of the 
common denominator of pain in the neuritides, neu- 
ralgias, and associated neuromuscular painful condi- 
tions led us to investigate many of the methods and 
technics of physical medicine as applied to the prob- 
lem. Radiant light, infrared rays, diathermy (both 
long and short wave), and galvanic currents (both 
for their purely electrobiologic effects and also when 
used electrochemically with various active medica- 
ments) were studied. Cryotherapy, high frequency 
effluve, and static electricity were used in exploring 
the field, as well as many other modalities which were 
tried only to be discarded. Of all these the only ones 
which in our hands showed any promise of results 
in these conditions were the high voltage spark from 
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the static electricity generator where large nerve trunks 
and large muscle masses are involved and the so-called 
“blue-pencil” spray discharge where smaller nerve 
fibers and more sensitive parts were involved. With 
these two weapons we were able to get some slight 
measure of relief, enough to lead us on to further 
study. 

We felt that these beneficial effects might possibly 
be a by-product of the muscular spasm produced as a 
result of the static electricity spark and went on to 
other modalities which might produce muscular spasm 
more effectively. Our search continued for spasmogenic 
agents which were more effective and more easily 
controlled than the static electricity spark and which 
could be applied to any of the locations of the body 
which might be subject to neurogenic or neuromus- 
cular pain. 


One of the agents which showed the most promise 
was ordinary house current. We found it feasible to 
use this alternating current with a simple rheostat 
to control the voltage so as to produce muscular spasm 
in variable therapeutic dosage. We found this current 
to be well adapted to the treatment of the neuritides 
of the grosser nerves although quite unpleasant for 
the patient. Our search went on, but now with defi- 
nite direction and great promise of success. In en- 
deavoring to remove the “roughness” of the current, 
we hypothesized that it was due to the 60-cycle 
nature of the source of the current. We attempted 
to eliminate this “roughness” by varying the fre- 
quency. This hypothesis was justified by the results 
that we began to obtain after the frequency of the 
current was increased to 360 and later 500 cycles 
per second. Immediately patient acceptance was in- 
creased to the point where it became possible to use 
the modality in any form of neuritis or neuralgia, no 
matter how sensitive the nerve or how upset the 
patient. 


The therapeutic results that we obtained were such 
as to exceed our original expectations. They made us 
feet that we had at last attained some measure of 
our primary aim: the development of a method which 
would provide for the relief of pain in neuritis, neu- 
ralgia, and similar neuromuscular conditions —a 
method which would be effective in those cases of 
known etiology in order to provide a respite to permit 
correction of the underlying condition .and, even more 
important, a method which would provide relief of 
pain in the vast majority of these cases which, as we 
know, are of unknown or uncertain etiology. 


When we originally started to work with these 
currents our first hypothesis was that the relief of 
pain was in some way connected with the spasmogenic 
properties of the modality. In attempting to explain 
how this could result in the relief of pain we consulted 
several neuropathologists and developed several plausi- 
ble explanations, all of which were unsatisfactory to 
us in some respects. These explanations were that 
the relief of pain might be the result of muscular 
spasm causing a milking action on the nerve, and thus 
forcing out inflammatory exudates or possibly an 
excess of the end products of nerve and muscle 
metabolism; the relief of pain might be due to an 
exhaustion of the nerve fibers as a result of over- 
stimulation produced by the current, thus impeding 
the transmission of the pain; the relief of pain might 
be due to a breaking up of adhesions involving the 
nerve and thus causing the pain sensation. 
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Our later experiments tended to disprove these 
theories. Results were obtained in cases of neuritis 
and neuralgia in which the current was applied over 
muscular areas that were completely paralyzed, thus 
demonstrating that the relief of pain was not related 
to muscular tetany or to any motor phenomenon that 
would have otherwise occurred. The application of 
the current certainly does not produce anesthesia to 
other types of sensation than pain. The application 
of the current does not produce anesthesia to pain 
arising from some other source. We are thus forced to 
believe that the treatment we advocate has its action 
mediated through the central nervous system. 


Kraus* and Travell* have based their work on 
the theory that the pain stimulus causes a muscle 
spasm response, and that the spasm, itself painful, 
causes further spasm, and eventually the development 
of a trigger mechanism. Thus there is a self-perpetuat- 
ing muscular hypertonus thought to be mediated 
through the central nervous system. Agents briefly 
interrupt the cyclic (feedback or reverberating) proc- 
ess, and in so interrupting, end it. This theory may 
have some application in this problem. We are inclined 
to feel that the electrical stimulation causes a barrage 
of afferent impulses which result in overstimulation 
of a previously existing central excitatory state which 
in turn causes a resultant state refractory to the 
specific pain impulse to be generated. In this experi- 
mental work we are indebted to Dr. Seymour Ulansey, 
of the Department of Anesthesiology of the Los An- 
geles County General Hospital, for his research on 
the effect of the current in anesthetized and curarized 
subjects. 


We are continuing in our efforts to determine the 
actual mode of action of the rapid sinusoidal current, 
but, whatever it may be, we have found it to be emi- 
nently successful on an empiric basis, and on that 
basis advocate its continued and expanded use. 


The rapid sinusoidal current that we developed 
and use in this technic is a very rapidly alternating 
current of (optimally) 500 cycles per second which 
has no polarity effects. 

In our technic the part to be treated is first ex- 
posed to infrared rays, radiant light, or diathermy for 
20 minutes for the purpose of stimulating circulation, 
gaining relaxation, and overcoming the stasis of in- 
flammatory exudate if such exists. Two metal elec- 
trodes, the size determined by the part to be treated, 
are covered by felt and soaked in an electrolyte. The 
electrodes are then applied proximal to and distal to 
the affected part. The current is turned on and 
gradually increased until there is a marked rigidity 
of the muscles of the part under treatment. The 
treatment itself is of 1-minute duration. During the 
treatment there will be noticed the following phe- 
nomena: A state of marked rigidity of the muscles 
is followed by a momentary relaxation; a secondary 
rigidity and relaxation then takes place, and is fol- 
lowed by fibrillation. Relief of pain and spasticity 
occurs immediately after the treatment is concluded. 
There is increased function of the part involved to 
almost normal in those cases in which there was re- 
striction of movement as a result of pain. Treatments 
are given daily or every second day as determined 
by the individual case. We do not immobilize affected 
parts, but, on the contrary, encourage motion. 

The following abbreviated case histories will illus- 
trate several of the diverse types of conditions which 


we have successfully managed with this therapy, and 
one case which, although the patient received some 
relief from pain, we consider unsuccessful as a result 
of our failure and that of consultants to whom this 
man had been referred for diagnostic studies to diag- 
nose a malignancy. 

Case 1. About 2 months before the initial visit 
on August 9, 1941, the patient, a man aged 4, de- 
veloped pain in the left cervical region and left 
shoulder which radiated down the arm and forearm. 
The patient also complained of a feeling of tingling 
and numbness.” X-ray studies revealed no significant 
findings. A neurologic examination had resulted in a 
tentative diagnosis of scalenus anticus syndrome. 

The patient had been referred to a surgeon, who 
injected Novocain but failed to relieve the pain. 

On examination the patient demonstrated marked 
limitation of motion in the shoulder and neck and 
tenderness along the courses of the branches of the 
brachial plexus. There was swelling and induration 
at the site of the injections. 

Rapid sinusoidal current therapy was instituted 
and on August 11, the patient thought there might 
be some improvement and on the following day he 
felt less numbness and could move his shoulder more 
freely. On August 14, the patient was free from 
pain and numbness and had good motion in his neck 
and shoulder. On August 16, he still complained of 
some tingling in his fingers but had no pain or limita- 
tion of motion. From August 20 to August 30 the 
patient continued to improve, and, on August 30, he 
was discharged free from pain and paresthesia and 
without any limitation of motion. 

Case 2. A woman, aged 82, was referred to us 
on September 28, 1940. About 5 years before, the pa- 
tient developed herpes zoster over the left eyebrow and 
the forehead. The vesicles cleared up in a few weeks, 
but the pain continued. For the last 2 years the patient 
had continual pain of a mild character and episodes of 
sharp shooting pain into the eye and back into the oc- 
ciput. These attacks took place both during the day 
and during the night. 

Previous treatment had consisted of local and in- 
ternal medication. The patient consulted a neurosur- 
geon who advised surgery, but the patient’s husband, a 
physician, refused permission to operate. 

Treatment with rapid sinusoidal current was be- 
gun and on September 30, the pain over the eye was 
not as sharp, and the patient felt better. On October 1 
the pain was less sharp, and the acute attacks were not 
as frequent. On the following day the patient still felt 
some pain at night. By the next day she stated that she 
felt better, and from October 4 to 9 she continued to 
improve. The patient was free from pain from October 
10 to 30 and was discharged on October 30. 

Case 3. A man, aged 40, was first seen on August 
19, 1946. Late in 1944 he had fallen into an excavation 


and injured his lower back. His pain was relieved’ 


after 2 weeks of adhesive strap immobilization. 

In 1945 as he was stooping, he again developed 
pain in the lumbar region which was again relieved in 
10 days with immobilization by adhesive straps. In 
June, 1946, the patient again developed pain in the lower 
back and the left hip, which radiated down the thigh 
and left leg. 

Immobilization by adhesive strapping, internal 
medication, and application of heat had failed to re- 
lieve the pain. The patient had been injected four times 
with Novocain, and this treatment also proved com- 
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pletely ineffective. Examinations by a neurologist, an 
orthopedic surgeon, and a urologist revealed no evi- 
dence of gross anatomic disorder which could account 
for the diagnosis of idiopathic sciatica. 

On examination the patient walked with much 
effort, dragging his left foot. There was wasting of 
the muscles of the thigh and leg of about 1% cm. 
There was marked tenderness in the sciatic notch and 
a positive Laségue sign. Motion of the hip and knee 
joints was limited and painful. 

The patient felt improvement after treatment on 
the first day. On the following day he still had pain 
in the lower back, but pain in the thigh and leg was 
much less, and he was able to walk comfortably. By 
August 21 his condition had improved. The patient feit 
less pain, and motion was freer. On August 23 he 
walked without a limp, but pain in his back continued. 
From August 26 to September 10 pain continued in 
the lower back and leg or thigh and the patient was re- 
ferred to a radiologist. X-ray studies proved negative. 
The patient was then referred again to a urologist, 
who, after exhaustive studies, made a diagnosis of 
carcinoma of the prostate. Surgery was performed but 
—— later developed metastasis to the spine and 

ied. 


Case 4. A 34-year-old man was referred on July 
3, 1941. His symptoms had begun about 7 years be- 
fore with a burning sensation in the right eye. The pa- 
tient was hospitalized, and an operation was performed 
for sinusitis. The operation brought no relief, but, in- 
stead, an increase in the sensation of pain to a sharp, 
shooting, boring pain, beginning in the right eye and 
going down into both the upper and lower jaw and, 
sometimes, up over the forehead. The patient had re- 
ceived two alcohol injections during the past 18 months. 
After the first injection he had relief for 7 or 8 months. 
The second injection brought relief for 6 months. Two 
months before he was referred to us the patient again 
began having attacks of pain. He was examined by his 
physician and referred to a neurosurgeon who repeated 
the treatment which had previously been administered : 
alcohol injections through the supraorbital foramen. 
The patient received slight relief. 

The patient was free from pain after the first 
treatment on July 3, 1941. 

The patient again reported for treatment on Janu- 
ary 21, 1942, advising us that he had been free from 
pain until the above date. The recurrence was treated, 
and again relief was achieved after one treatment. 

Case 5. On February 26, 1947, a man, aged 54, 
presented himself for treatment. About 5 weeks pre- 
viously the patient suddenly developed pain in his right 
hip, which radiated down his right thigh and leg and 
into his foot. Sixteen years before he had had a similar 
attack lasting 3 months. 

The patient had received eight injections into the 
hip (sciatic nerve block) without obtaining relief. He 
had also received electrotherapy without responding ; 
the form of the treatment is unknown. 

The patient walked with a decided limp, favoring 
his right side, and with his leg held in partial flexion 
The patient complained of severe pain and inability to 
extend the leg. There was a definite tenderness in the 
sciatic nerve and a positive Laségue sign. 

The patient showed improvement after treatment 
on February 26. On February 28 he was able to extend 
his leg. By March 2 the patient was able to walk with- 
-=* limp, but still complained of slight pain in the 
calf. 
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There was very little pain on March 4, and, on 
March 6, the patient had good motion and was free 
from pain in his leg although there was still some 
tenderness in the sciatic notch. On March 8 the patient 
was discharged, free from pain and tenderness and 
with free motion restored. 
CONCLUSION 

One of the prime objectives in writing this paper 
is to correlate the work of Ulanski ** and our subse- 
quent joint investigations, experimentation, and clinical 
experience into an electrophysical approach to the 
treatment of the neuritides, neuralgias, and neuromus- 
cular painful conditions. 

We feel that our results are superior to those 
achieved through the use of most other avenues of ap- 
proach. We have consistently obtained good results in 
better than 85 per cent of the cases of these types that 
we have treated. The patient is not required to under- 
vo surgery, wear uncomfortable casts or braces, or risk 
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having injection therapy change a neuralgia into an 
actual neuritis through chemical or physical irritation 
of the nerve. Hospitalization is not required. There 
are no contraindications to the treatment, and there 
are no deleterious after-effects. The results that we 
have obtained have been duplicated by other physia- 
trists who have watched our work and followed our 
technic. 


The actual current which we have developed for 
use in these syndromes is, as we have previously de- 
scribed, a low-voltage, alternating current of 500 cycles 
per second. 

Typical case histories have been presented and 
technics have been described in order to foster the con- 
tinued and expanded use of this current by physiatrists 
in the management of neuritic, neuralgic, and neuro- 
muscular pain. 
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Influence of Endocrine Glands on 


Carbohydrate Metabolism* 


HAROLD YABLIN, B.A., D.O. 


The homeostatic mechanisms regulating the blood 
sugar level are maintained principally through the com- 
bined activity of the glands of internal secretion and 
other organs. The pancreas is probably the most im- 
portant ductless gland associated with sugar metab- 
olism. The testes, ovaries, parathyroid, and thymus are 
believed to have little or no effect upon carbohydrate 
metabolism, but the other endocrine glands, namely the 
thyroid, pituitary, and adrenals, affect directly or indi- 
rectly the blood glucose level in the body. When one of 
the glands in the system is hyperactive or hypoactive, 
it will upset the delicately balanced endocrine system 
and result in a hyperglycemic or hypoglycemic disor- 
der. To understand better the intricate relationship of 
this system, certain disease states representing hyper- 
function or hypofunction of the pituitary, thyroid, and 
adrenal glands will be considered following a brief re- 
view of endocrine function of the respective glands. 
This discussion is concerned primarily with the factors 
relating to carbohydrate metabolism and, for that rea- 
son, other physiologic effects attributed to the particu- 
lar ductless glands will be purposely omitted. 

The pituitary gland is divided into an anterior and 
posterior lobe, with each of which certain physiologic 
effects influencing carbohydrate metabolism have been 
associated.! Of these the somatotropic, thyrotropic, 
and adrenocorticotropic hormones have been extracted 
and have produced a physiologic effect relatively free 
from other side reactions. The glycotropic, diabeto- 
genic, and pancreatotropic effects are not associated 
with separate hormones, yet are produced experimental- 
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ly by anterior lobe extracts. With the increase in the 
somatotropic hormone, there is an increase in blood 
glucose. The thyrotropic hormone stimulates the thy- 
roid to secrete thyroxin, which increases the absorption 
of sugar from the intestinal tract. The adrenocortico- 
tropic hormone stimulates the adrenal cortex to secrete 
the “sugar” hormone which causes an elevation of the 
blood glucose. The glycotropic factor antagonizes the 
action of insulin. The diabetogenic principle in ex- 
cess will bring about hyperglycemia by causing a de- 
generation of the islets of Langerhans. The pancreato- 
tropic effect stimulates the production of insulin. 
Through the secretion of pituitrin from the posterior 
lobe of the pituitary, a reduced tolerance for sugar is 
produced. Diminution in hepatic glycogen, hyper- 
glycemia, and glycosuria are also found. Geiling and 
DeLawder* found that after the injection of pituitrin 
the blood issuing from muscle tissue had a high content 
of glucose. 

The thyroid gland secretes thyroxin, which has a 
normal physiologic tendency to increase the rate of ab- 
sorption of sugar from the gastrointestinal tract, to de- 
crease the liver glycogen, and to cause enlargement of 
the adrenal cortex. The adrenal gland, like the pitui- 
tary, has two secretory portions; the medulla secretes 
epinephrine which increases the blood sugar and lactic 
acid by accelerating the rate of enzymic breakdown of 
glycogen in the liver and muscles. Epinephrine is an- 
tagonistic to insuln and may also play a part in stimu- 
lating the release of adrenocorticotropic hormone. The 
cortex of the adrenal gland secretes the 11, 17-oxy- 
steroid hormone, which converts protein to glucose 
(glyconeogenesis), increases glycogen deposition in the 
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liver, lowers the renal threshold to glucose, and inhibits 
insulin. 

More perhaps can be learned about the influence 
of the glands of internal secretion by observing their 
effects in diabetes mellitus. If the normal thyroid gland 
is removed from a diabetic patient, there is little im- 
provement in the diabetic state other than an associated 
lowered basal metabolic rate and, in turn, less insulin 
requirement. It is well accepted that a hyperthyroid 
state increases the severity of diabetes mellitus and 
that a subtotal thyroidectomy for thyrotoxicosis in a 
diabetic usually improves the diabetic condition. Root* 
has stated: “Before the days of insulin and mod- 
ern surgery the association of two such dynamic dis- 
eases as diabetes and hyperthyroidism was a catas- 
trophe, because each accentuated and accelerated the 
downward course of the other.””. When thyroid extract 
is given to normal individuals, an alimentary glycosuria 
may be stimulated. A true diabetes is not produced 
unless, as Miiller* stated, a mild diabetic condition was 
present previously. 


Grawitz® in 1897 reported that in instances where 
thyroid was given to a known diabetic patient, the 
glycosuria was increased and persisted until the drug 
was no longer administered. This was confirmed by 
Wilder® who, in 1926, gave desiccated thyroid to a 
mild diabetic who did not require insulin. He found 
that, with the marked elevation in basal metabolic rate 
and the amount of food consumed being constant, there 
was marked glycosuria. When the drug was no longer 
given, the large quantity of sugar in the urine per- 
sisted so that the caloric intake had to be reduced 
and insulin given to control the diabetic state. It was 
not until the basal metabolic rate had returned to 
normal limits that sugar tolerance became normal 
again. 

This effect on carbohydrate metabolism is prob- 
ably due to two factors. The first is an adrenergic- 
like action which interferes with glycogen storage or 
causes glycogen to be released from the liver in 
greater quantities. The second is an antagonism to 
the action of insulin. Since in advanced diabetes with 
hyperthyroidism more exogenous insulin must be ad- 
ministered, it is logical to assume that the pancreas 
of the nondiabetic with an overactive thyroid must 
be stimulated to secrete more insulin. In this type of 
patient, total stabilization of hepatic glycogen may be 
impossible because of a hyperirritable sympathetic 
nervous system, and, therefore, a transient alimentary 
glycosuria may result. 


Wilder’ states that the level of the basal metabolic 
rate determines the effectiveness of insulin. With a 
higher basal metabolism rate, more insulin is required, 
although the given amount of sugar to be consumed 
in a given time remains the same. Conversely, less 
insulin is necessary to do the same work in a given 
time with a lower basal metabolic rate. He believes 
that insulin is more rapidly destroyed when hyper- 
thyroidism exists, probably because the rapid oxidation 
of the catalyst (insulin) causes it to decay more 
quickly. In a hypothyroid state, it lasts longer, thereby 
increasing its usefulness to a great extent, because 
oxidation is going on at a slower rate. In myxedema, 
when the basal metabolic rate is raised by administer- 
ing thyroid extract, glycosuria and an increase in the 
fasting blood glucose may appear. Wilder and _ his 
co-workers® removed the normal thyroid gland in an 
advanced diabetic male and found that this precipi- 
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tated a marked increase in the sugar tolerance in 
addition to creating myxedema. 

Diabetes has been produced experimentally by 
injections of anterior pituitary extracts into animals. 
Houssay® demonstrated that after the pancreas was 
removed from a dog, the resulting hyperglycemia, 
glycosuria, and ketonuria were diminished when 
hypophysectomy was performed. There was no dia- 
betic coma or acidosis, and the animals lived longer 
than when the hypophysis remained undisturbed 
When crude anterior pituitary extract was given 01 
tissue transplanted into the depancreatized and hypo- 
physectomized animal, the diabetic symptoms returned. 
Houssay® as well as others showed that crude extracts 
of the anterior lobe of the pituitary gland injected into 
normal animals caused hyperglycemia and glycosuria. 

The possibility of producing permanent diabetes 
by the injection of crude anterior pituitary extract was 
first fully realized in 1937 by Young,?®"* who found 
that a series of daily injections of crude anterior 
pituitary extract caused the animals to become diabetic. 
It is interesting to note that Young found if pituitary 
extract was given to a puppy, it resulted in growth 
and not diabetes. However, when the dog reached 
maturity, continuous pituitary treatment resulted in 
diabetes. This demonstrated that the diabetogenic ef- 
fect is associated with the growth hormone and appar- 
ently cannot be completely separated from it. Rich- 
ardson’ found that when crude anterior pituitary 
extract and its globulin fraction were injected re- 
peatedly into an experimental animal, there resulted 
a degranulation and then hydropic degeneration in the 
beta cells of the islets of Langerhans. 

Acromegaly, first described by Marie’® in 1885, 
is a disease syndrome caused by hyperpituitarism. In 
153 cases studied by Davidoff and Cushing’* and 
Coggeshall and Root,”® the incidence of glycosuria was 
36 per cent and that of acromegalics developing dia- 
betes was 17 per cent. All cases of acromegaly do 
not necessarily have alteration of carbohydrate metabo- 
lism. It is possible that, if every case were to exist 
long enough, diabetes might develop. In the preceding 
series’ the interval between the onset of acromegaly 
and diabetes was from 1 to 22 years, with the average 
occurring at 9.5 years, and the majority occurring 
within 15 years of onset of the disease. Colwell*® 
found that diabetes associated with pituitary disease 
is essentially the same as ordinary diabetes but changes 
according to the activity of the pituitary; that is, a 
spontaneous, temporary, or permanent cure of the 
diabetes may result. This has been questioned by 
many. 

In Frélich’s syndrome, a hypopituitary state, dia- 
betes is rare, and the tolerance for carbohydrate is 
almost always elevated. This is the converse of an 
increase in anterior lobe secretion in which glycosuria 
is frequently found. The secretion of the posterior 
lobe of the pituitary gland clinically has little effect 
on carbohydrate metabolism in a hyperactive or hypo- 
active state. 

Epinephrine is the secretion of the medullary 
portion of the adrenal gland which causes glycosuria 
and a rise of glucose in the blood stream. This in- 
fluence on carbohydrate metabolism is associated with 
mobilization of preformed glycogen stores and there- 
fore is of a transient nature. Repeated injections of 
epinephrine or bilateral removal of the medulla does 
not produce or lessen the diabetic state of depan- 
(Continued on page 474) 
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CONTROVERSY AHEAD 


Osteopathic physicians who can qualify as psy- 
chiatrists are all too few to meet the need, despite the 
profession’s well-developed training program (imple- 
mented through the American College of Neuropsy- 
chiatrists [Osteopathic] and the American Osteopathic 
Board of Neurology and Psychiatry). Because of the 
scarcity, as well as for other reasons, cooperative rela- 
tionship is growing between clinical psychologists and 
osteopathic physicians who require psychotherapy for 
their patients manifesting mental or nervous disorders. 
If we turn as a profession to clinical psychologists for 
help, for all practical purposes we may find ourselves 
allied on one side of a conflict which is only beginning 
to take form. It is important, therefore, that as a pro- 
fession we acquaint ourselves with the basic issues of 
a controversy which will deepen long before it is re- 
solved. 

This dispute, which as yet has left us untouched 
professionally, is between two organizations occupying 
a large borderline area. The organizations are the 
American Psychological Association and the American 
Psychiatric Association. Headlines in newspapers and 
official publications are beginning to have a familiar 
ring to osteopathic physicians, as they delineate the 
“relations” between psychology and psychiatry. 

The borderline area concerns the qualifications 
necessary for practitioners who deal with emotional 
disturbances. The psychologists claim, and none can 
dispute this fact, that the sufferers are many, and that 
the main issue should not be one of jurisdiction, but 
how to provide qualified practitioners. 

The position of the psychiatrists is best illustrated 
by the very concrete form of their attack after the re- 
cent introduction in the New York legislature of a 
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proposed amendment to the education law of that state, 
barring anyone except a licensed physician from pre- 
scribing for or treating any mental or nervous disorder. 

On one side of the dispute are the clinical psychia- 
trists and members of the State Medical Society who 
assert that existing laws regulating the practice of 
medicine must be tightened in order to eliminate the 
quacks and charlatans who profess to be able to treat 
and cure emotional disturbances. On the other side are 
clinical psychologists, social workers, counselors, 
clergymen, and others who claim that the amendment 
proposed by the medical societies is so broad as to de- 
prive the public of the care of qualified people. 

The Greenberg bill over which a major altercation 
is now raging was introduced, according to its author 
(Senator Greenberg, Democrat), not with the idea that 
it can be or should be passed this year, but in order to 
provoke discussion and argument in the hope that out 
of it might come some compromise beneficial to the 
public. 

The debate thus far has brought clearly to light 
the cleavage existing between the American Psy- 
chological Association and the American Psychiatric 
Association, and the conflict between the two has been 
greatly sharpened. 

In an interesting letter published in the October, 
1953, issue of The American Psychologist (the profes- 
sional journal of the American Psychological Associa- 
tion), Thomas J. Meyers, D.O., secretary of the 
American Osteopathic Board of Neurology and Psy- 
chiatry, calls attention to certain fundamental differ- 
ences between the two groups, the significance of 
which should be understood by our segment of the 
healing arts profession. Says Dr. Meyers of the facts 
frequently overlooked : 

. .. the majority of psychiatrists are organicists and there 
is a peculiar ambivalence in the approval of methods of psy- 
chotherapy. . . . Most psychiatrists in private practice use 
some form of psychotherapy, but there is a wide range in its 
nature—most of it being organically oriented. 

It is a matter of fact that psychiatrists are prone 
to think of psychologic disturbances in terms of “ill- 
ness.” The bill now before the New York legislature 
has for its purpose a clarification for the definition of 
the practice of medicine in relation to nervous or 
mental disorders. Psychologists are quite certain that 
the general public and much of the medical profession 
would place the neuroses in a catagory of phenomena 
not unlike appendicitis, myxedema, and cancer—in the 
words of Dr. Meyers just quoted, the medical profes- 
sion and the public which it informs and influences are 
almost totally “organically oriented.” 

In his letter to The American Psychologist Dr. 
Meyers calls the attention of its readers to facts well 
known to osteopathic physicians : 

Psychologists have been spared conflicts with organized 
medicine such as the one that is now commencing, and are 
rather unprepared for the tactics that medical men collectively 
can and will resort to. . . . In organized medicine today what 
individuals or affiliated organizations say or promise has little 
value. 

In New York where the issue between psychia- 
trists and psychologists is now drawn, the Committee 
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on Public Information, New York Society for Clinical 
Psychiatry, in a letter dated February 25, 1954, to the 
New York Times, points out that the bill does not set 
up “limitations as to who may practice psychology, but 
only as to who may practice medicine”; that the bill 
has been “proposed in the spirit of a principle which, 
during the last two-hundred years, has served to ad- 
vance the science of medicine, and safeguard the inter- 
est of the public.” Opposition to the bill as blocking 
the function of psychologists is termed by the medical 
committee “sheer nonsense, if not deliberate malice.” 
The honesty of purpose of the opponents to the bill 
is questioned in language that has a familiar ring to 
osteopathic physicians. The Committee says, “. . . one 
is prompted to wonder whether the basic motivation 
of the objectors is not one of intent to circumvent the 
required basic training and experience and to enter 
upon a field of high responsibility by the back way.” 

In his letter to The American Psychologist Dr. 
Meyers again strikes a note of reality when he says: 

. in well-staffed institutions where the classic team of 
psychiatrist, psychologist, and psychiatric social worker is 
operative, it is on a hierarchical basis with the psychiatrist in 
the administrative or supervisory post frequently holding the 
authority. The other disciplines often contribute their work on 
an elective basis rather than as an essential component of pa- 
tient study. And, finally, the practice of medicine and psychia- 
try is a business as well as a profession, and is frequently 
conducted in groups that are both closely and tightly bound 
together. 

It is obvious that clinical psychologists will have to 
meet a move upon the part of the organized and domi- 
nant school of medicine and psychiatry of total opposi- 
tion to their practice of psychotherapy as they conceive 
it and at every point where the assumed prerogatives 
of doctors of medicine are involved, or the hierarchical 
relationship is questioned. Dr. Meyers maintains that 
the clinical psychologist will need to resist “their [doc- 
tors of medicine] moves at the state level” and at the 
same time quietly institute a “program to define pub- 
licly and legally” their own role of service to the pub- 
lic. He suggests that psychologists should put their 
“own house in order first.” 

Osteopathic physicians everywhere will agree with 
the position expressed in a letter to the New York 
Times under the date of March 5, 1954, and written 
by L. Joseph Stone, professor of child study, Vassar 
College, and past president of the New York State 
Psychological Association. In closing his discussion 
of the function of a psychologist Dr. Stone calls for 
an avoidance of “. . . vituperation over exclusive juris- 
diction and join hands instead to provide adequate care 
for as many sufferers as possible by as many qualified 
practitioners as possible.” 

Osteopathic physicians have a double interest in 
the controversy between psychology and psychiatry, an 
interest which will gain as the struggle ripens into con- 
flict, as it has done in New York State. Osteopathy too 
has known and stills knows the noise of battle. And it 
is not unmindful that its first obligation is to the pub- 
lic, that great sector of the American people which has 
been so responsive to and so appreciative of the serv- 
ices of osteopathic physicians. Osteopathy stands to 
give recognition and responsibility to all who aid in 
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that service. Osteopathic physicians, therefore, know 
that the issue between the two disciplines is not sv 
simple as some would have the public believe. Or 
ganized osteopathy knows the necessity for protecting 
the public from quackery, charlatanism, and cultism 
It is able, however, to distinguish sharply between fact: 
and name calling. If it has an empathy for psychology. 
it is the result of decades of experience. That does not 
involve “taking sides” in the conflict that lies ahead. 
Osteopathy bases its relations with psychology upon 
the same basic principle that involves its relations with 
medicine—it is committed to improve the health and 
medical care of the American people. It will withhold 
its support from no group demonstrably committed to 
the same purpose. And it holds as a basic principk 
that there is no single group which has or should havc 
the right to arrogate to itself the total health care ot 
the nation. 


AN OPEN DOOR 


Careful readers will notice a new department in 
this issue of THe Journat, following the editorial 
“Notes and Comments.” This section, headed “Let- 
ters,” will give the reader an opportunity to extend 
himself by comment on JouRNAL articles. His com- 
ment should be one in which the writer makes a fur- 
ther contribution to the material presented, either by 
amplification of the information or by entirely new 
but related subject matter in which he expresses a 
counterposition by a carefully prepared refutation in 
a positive manner. In such letters the writer will as- 
sume the role of the discussant. The usefulness of 
THe JouRNAL will be enhanced thereby, and the quality 
of the articles will become even better than they are 
now. 

Less than a year ago a letter addressed to the 
Editor by an English physician called to account our 
profession for its failure to be critical, even to the 
point where he asked if our attitude toward our own 
ideas had become “moribund.” This thoughtful and 
discerning, but kindly critic called upon our profession 
to give the kind of evidence of being “alive” that is 
presented in the pages of the Lancet and the British 
Medical Journal. The editors of THE JouRNAL now 
offer to its readers the opportunity for personal expres- 
sion by the submission of letters of this character. 

The reader who does not have the opportunity or 
time to prepare the discussion-type letter is still urged 


‘to indicate his readership by a communication which 


can be published in Tut Forum—one phase of the 
Market Facts Survey now being prepared for publica- 
tion shows that complete readership of both official 
publications is unusually high. 

The editors welcome as the initial contribution to 
the new department a letter from an osteopathic physi- 
cian who, by fullness of training and richness of ex- 
perience, is amply qualified to be strongly critical, and 
he is—of an editorial in a recent issue of THE JourR- 
NAL, interpreting the Editor’s stand on a specialty 
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problem as different from his own. That but adds zest 
to the argument. Readers can judge for themselves 
whether or not the correspondent made the correct in- 
terpretation. In itself the letter is a contribution of 
worth. 


NOTES AND COMMENTS 455 


The response to the invitation being issued here 
will be a measure of our maturity as a profession and 
of the vitality with which “our movement’”’—as osteop- 
athy is termed by our English friend—possesses. The 
door is open. 


Notes and Comments 


Medical advertising has long been a co-operative 
economic endeavor between the profession and reputa- 
ble medical supply and pharmaceutical houses. Medical 
organizations need assistance in subsidizing their own 
publications. Manufacturers need an outlet for the 
display of their wares. As a result a kind of social 
symbiosis obtains between the two groups. 

With medical advance has come a concurrent ad- 
vance in the quality of medical advertising. It has 
developed an esthetic appeal, it grants a reasonable 
degree of intelligence to the readers it would attract, 
and the material is more often interesting and informa- 
tive. There is a class of medical advertising that goes 
iar beyond even these admirable goals, and that is the 
occasional presentation that offers the doctor a month 
by month education in some one aspect of medical ad- 
vance—capsule postgraduate study! If more advertis- 
ing agents would make a studied effort toward inform- 
ing and educating, using their particular product as a 
point of departure only, their presentations would pay 
dividends which many of them do not now pay. 

A unique advertising approach is offered through 
\[edicine in the News, a publication of the Schering 
Corporation which each month presents summaries of 
current magazine articles and press stories on medical 
subjects without editorial comment. There are twenty 
or more magazines of national circulation that carry 
health articles each month written for laymen. By 
summarizing these articles a month before the maga- 
zines’ appearance on the newsstands, the doctor is kept 
informed on the sources of health information of his 
patients. A letter from the Schering Company under 
the date of March 9 to the Director of Public and 
Professional Welfare of the A.O.A., David Darland, 
advises him that Schering is adding to its regular list 
all practicing osteopathic physicians in the United 
States, an addition of more than 12,000 names. At 
present only those of our doctors who individually re- 
quested Medicine in the News have been receiving it. 
The six osteopathic college libraries will be added to 
Schering’s special list. 

The purpose of the Schering abstract publication 
is consistent with an advertising program that informs 
and educates—reading the abstracts will fertify all 
physicians against unexpected questions and problems 
brought up by their patients and will help to provide a 
stronger physician-patient relationship. 


* * * 
“Musculoskeletal Disorders,” with the subheading, 
“Many musculoskeletal disorders are initiated by le- 
sions in the lower back,” is the subject of a brief but 


suggestive paper in the December, 1953, issue of Clin- 
ical Medicine. The author’s summary, following his 
discussion of pathologic changes present in certain 
types of painful lesions of the low back, physiologic 
aspects, clinical features, and the effective treatment 
undertaken, is illustrative of principles set forth in the 
osteopathic concept. The summary is as follows: 

Clinical observations have yielded information that many 
types of musculoskeletal disorder are initiated by demonstrable 
pathologic lesions in the lower part of the back. The structural 
changes are very constant in topographic locations and in ap- 
pearance. From these sites of deranged tissue, somatic and 
autonomic nerve reactions develop, to represent the clinical 
features from which the patient seeks relief. Somatic nerve 
effects are predominantly referred pain and referred tender- 
ness; these phenomena, from anatomic and physiologic con- 
siderations, may be transmitted to many other portions of the 
body. Autonomic nerve reactions elicited by afferent impulses 
include vasomotor, trophic and visceral disturbances. A variety 
of obscure clinical pictures characterized by pain in deep 
somatic tissues, with or without autonomic concomitants, are 
clarified by knowledge of the nature and mechanisms of the 
anatomic abnormalities. Within the scope of somatic nerve 
effects three separate pain syndromes can be identified as re- 
sults of noxious influences arising in the pathologic tissues. 
Effective treatment consists, in surgical principle, of de-afferen- 
tation of the deranged tissues. 

The article has significance to the osteopathic 
reader as an example of careful diagnostic reasoning, 
from effect to cause, beginning with recognition of 
somatic and/or autonomic nerve reaction followed back 
to demonstrable structural alteration. It happens that 
cases reported in the article were demonstrably surgical 
in nature. Many patients with musculoskeletal lesions 
require still finer diagnostic acumen to differentiate be- 
tween this need for surgical treatment and the possi- 
bility of utilizing a purely manipulative approach. 
Medicine will have the right to be called comprehensive 
when somatic lesions are treated with much less dog- 
matism than now prevails among many doctors of 
osteopathy and doctors of medicine. It is refreshing, 
however, to find considered reasoning about the effects 
of structural alterations, and to find it increasingly 
within the purely medical group. 


* * 


Three pieces of published research emanating 
from the Department of Physiology and Pharmacology, 
Des Moines Still College of Osteopathy, have been re- 
ported by President Edwin F. Peters. They are: “Sen- 
sitivity to Insulin During Adrenocortical Response to 
Cold Stress in Rats,” by Tag E. Mansour and William 
F. Hewitt, Jr., published in the January, 1954, issue 
of Endocrinology; “Reversible Phosphatide Split- 
ting and the Nerve Impulse: the Influence of Drugs on 
It,” by Reinhard H. Beutner, published in the January, 


1954, issue of The Journal of Pharmacology and Ex- 
perimental Therapeutics ; and “Variability and Relative 
Growth Rate of Mycobacteria Resistant to Dihydro- 
streptomycin, Neomycin, and Isoniazid,’ which ap- 
peared in the “Antibiotics Annual 1953-1954,” a publi- 
cation sponsored by the United States Department of 
Health, Education, and Welfare, Food and Drug Ad- 
ministration, Division of Antibiotics. This last is the 
joint work of Yen-Yah Hsie, Department of Bac- 
teriology and Public Health of Des Moines, and Ver- 
non Bryson, Long Island Biological Laboratories of 
Cold Spring Harbor, Long Island, New York. Re- 
prints of these papers can be obtained by writing di- 
rectly to the College. 

Dr. Hsie has been invited to present his research 
on May 5 before the Society of American Bacteriolo- 
gists meeting in Pittsburgh. The paper he will present 
there will be “A Species of Actinobacillus Isolated 
from Pulmonary Infection.” 


@ 


A communication from Dr. Merlin L. Brubaker, 
the Adamawa Provincial Leprosy Settlement, Garkida 
via Damaturu, Nigeria, West Africa, tells of the recent 
visit paid the Leprosarium by R. G. Cochrane, M.D., 
CL.B. (Glas.), F.R.C.P. (Lond.), D.T.M.&H. (Eng.). 
Dr. Cochrane who is world known as a leprologist held 
a teaching conference there on leprosy, at which the 
diagnostic and therapeutic problems peculiar to that 
disease were demonstrated from among the 1,500 pa- 
tients of the Garkida institution. A solution to the 
problem of control and treatment is still dependent 
upon proper segregation of infectious cases, according 
to Dr. Cochrane. He warned, however, against the cre- 
ation of a “leper complex” in the afflicted individual, 
especially if the case is of the closed or non-infectious 
type. He gave due credit to the sulfones for their part 
in a possible world control of leprosy, but he empha- 
sized the necessity of not putting entire faith in “a 
little white pill,” and stressed the importance of treat- 
ing the whole patient as the proper approach to admin- 
istering adequate therapy. 

Dr. Cochrane is Director of the American Leprosy 
Mission and as such will come to the United States 
during the summer to attend the Annual Meeting of 
the American Leprosy Mission which will be held in 
Dallas, Texas. This meeting will deal with the social 
as well as the medical aspects of the disease. Dr. Bru- 
baker (COPS ’46) has been superintendent of the 
Garkida Leprosarium since 1952. A letter telling some- 
thing of his and his wife’s experiences in Africa was 
published in the February, 1954, Forum. 


* * 


Cardiac arrest and resuscitation is the subject of 
an article in the November, 1953, issue of the Penn- 
sylvania Medical Journal, by the physician most re- 
sponsible for the fundamental research done on the 
problem, its development to a practical methodology, 
and its popularization, Claude S. Beck, M.D., well- 
known cardiac surgeon of Cleveland. The conclusion 
of his article is essentially the point of emphasis which 
he has made before, and which other authors have 
stressed, but which should be repeated again and again 
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until it becomes a matter of medicolegal liability to any 
institution not to be so prepared. The conclusion is re- 
peated here: 

Any patient with normal heart and normal lungs can be 
resuscitated successfully if the proper steps are taken. Every 
surgeon and anesthetist should be familiar with the resuscitation 
procedure. Every hospital administrator should be obligated 
to provide a defibrillating device for use in the operating room. 
An exercise such as the “fire drill” should be carried out cnce 
a year in every hospital so that the staff will always be alerted 
to the requirements of the procedure. 

Dr. Leonard C. Nagel has demonstrated the tech- 
nic before various osteopathic groups and institutions. 
He has had the Beck course for which men have come 
from all over the nation to Cleveland, and has kept in 
touch with its developmental aspects. Provided with 
the defibrillating equipment, Dr. Nagel has demonstr::t- 
ed the technic in osteopathic institutions, with no ¢x- 
pense to the institution other than that incident to the 
trip from Cleveland to the point of demonstration. in 
this vital matter, some osteopathic institutions have 
shown the same inertia so often present in institutions 
generally—the lethargy of self-satisfaction that afflicts 
man the individual and man in his corporate capacity. 
There is no staff of a medical institution anywhere 
that does not need to remind itself upon occasion that 
the work they do is intended to heal and preserve hu- 
man life, not to place it in greater jeopardy. Medical 
procedures for the patient are kept safe by the con- 
tinuing growth and development of institutions and the 
individuals who man them. 


* 


Always authoritative in the field covered, ani 
often interesting and of practicability to the general 
physician, the Proceedings of the Staff Meetings of the 
Mayo Clinic, published fortnightly, should be more 
widely read. Each issue is of such length as to be easily 
perused at a sitting. The issue for January 27, 1954, is 
a symposium on the painful hip in adults. In each con- 
dition the clinical picture is clearly but briefly present- 
ed; schematic diagrams or sharply diagnostic x-ray 
films are shown; and the treatment summarized, sharp- 
ly differentiating between the palliative and definitive 
types. The facts so succinctly treated here should be 
reviewed by all osteopathic physicians who see many 
more individuals with painful hips than does the aver 
age doctor. Reading medical literature out of the Mayo 
Clinic has value of another sort. No other group of 
men writing today on medical subjects so perfectly 
illustrates the art of medical reasoning as does the 
Mayo Clinic staff. To read the Clinic literature widely 
with an eye to its simplicity of type, its accuracy, and 
its discriminative emphasis is to have the equivalent of 
a course in medical dialectics—a course not to be ob- 
tained, but greatly needed by most writers and speak- 
ers on medical subjects. 


* 


It has been found (“Pfizer Spectrum,” Journal of 
the American Medical Association, September 19, 
1953) that serious demyelinizing complications may be 
caused by residues of detergents in syringes used for 
spinal injections, as in myelography or spinal anesthe- 
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sia. In a group of twenty-five patients with severe 
spinal arachnoiditis, eleven cases were found to be due 
to the incomplete removal of detergent solution from 
syringes used in spinal anesthesia. No cases developed 
among the patients of one physician who consistently 
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washed the syringes in sterile water immediately after 
opening the sterilized “spinal outfit” before giving the 
injection. A dog given an intraspinal injection with an 
unrinsed “spinal outfit” developed paralysis of the hind 
legs. 


Letters 


Sir: The subject matter of your editorial appearing in the 
fanuary, 1954, issue of THE JouRNAL OF THE AMERICAN Os- 
(EOPATHIC ASSOCIATION has just been most carefully read. 
Cardiac standstill has occupied an increasingly prominent place 
n the anesthetic and surgical literature over the past few years. 
However, there are several conclusions ventured in the editorial 
vith which one must differ, and a divergent opinion should be 
presented so that the catastrophic occurrence of cardiac stand- 
still may be seen in its proper perspective. 


It has long been stated that statistics may be misleading 
and be made to illustrate erroneous conclusions. The report 
referred to in the fourth paragraph on page 275 of the editorial 
is no doubt that of Stephenson, Reid, and Hinton,’ who col- 
lected 1,200 cases of cardiac arrest from various anesthetic 
centers throughout the world. In June, 1953, at the convention 
of the American Medical Association, I spoke with Stephen- 
son concerning his report. I pointed out to him, as did others, 
that his figures and conclusions bore little weight if only for 
one reason—he did not know who was administering the anes- 
thetic agent or agents, and he did not know the status of the 
patient at the time of the cardiac arrest. He said, however, 
that the main purpose of his report was to call attention to the 
fact that cardiac standstill can occur anywhere in the hospital 
besides the operating room, and that means for immediate 
resuscitation and the knowledge for their application must be 
ready to be utilized immediately in a previously planned and 
rehearsed manner. 


It may be of interest that in the study referred to above, 
over 20 per cent of the cases of cardiac arrest occurred in 
children below the age of 10 years. Rarely does multiplicity 
of agents enter into pediatric anesthesia. 

Now as to the subject of “conservative anesthesia,” and 
the editorial mentions the use of ether. Ether is an excellent 
agent; it is one of my standby agents in the geriatric patient, 
but it also has been implicated in cardiac arrest. Two patients 
of whom I have personal knowledge were being anesthetized 
with ether at the time of cardiac standstill. Again, the old 
statement attributed to Ralph Waters is applicable, “It is not 
the agent or the technic but the administrator who is the im- 
portant factor.” 


Frank Glenn wrote an excellent editorial on cardiac arrest 
recently.? This well-known surgeon from the New York Hos- 
pital, Cornell Medical Center, works in an institution which 
practices very conservative anesthesia, and where well over 95 
per cent of the anesthesias administered are of the inhalation 
type.’ Ether is the principal agent utilized, with cyclopropane 
second in popularity. In 1952, 10,000 surgical procedures were 
performed in that hospital with six cases of cardiac standstill. 
I would not venture to condemn ether because of those six 
cases. 


From the Children’s Hospital of Los Angeles, California, 
Snyder, Snyder, and Chaffin‘ recently reported an interesting 
study regarding cardiac arrest. At the beginning of their study 
they presupposed that the present-day use of a multiplicity of 
anesthetic agents was in some way responsible for the apparent 
increase of cardiac arrest. Their conclusions were that this 
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was just not so. Cardiac arrest in their cases occurred with 
all the anesthetic agents used and even without any anesthetic. 
Curare was utilized in only one case. 


The literature is well documented with cases of cardiac 
arrest occurring with regional anesthetic procedures." 


For almost 4 years I was connected in an active capacity 
with the department of anesthesiology of a large teaching hos- 
pital where the majority of anesthetics administered were of 
the inhalation type. This hospital in 1952 had a total of 7,372 
anesthetics of which 6,850 were inhalation in character. All of 
the usual anesthetic agents were utilized, including multiplicity 
of agents. No cases of cardiac arrest occurred. Perhaps we 
were just fortunate; perhaps the reason was strict, meticulous 
adherence to basic principles of what I choose to term physi- 
ologic anesthesia. I might also add that a high percentage of 
the patients were anesthetized by the intratracheal route. 


As an individual who is extremely interested in the art 
and science of anesthesia, and who in his teaching constantly 
stresses the prevention of accidents attributable to anesthesia, 
I would not depreciate the importance of the possibility of 
cardiac standstill. Rather, I would stress the importance of 
proper teaching and supervision of the anesthesiology trainee— 
of the importance of proper oxygenation and proper ventilation 
of the patient. 


It is for the above reasons that I feel strongly that a state- 
ment made in the editorial in question is not quite correct, 
namely, that a return to a simpler anesthetic technic utilizing 
ether would decrease the incidence of cardiac arrest. In the 
operating room where I am presently working is a motto 
prominently displayed, “Eternal Vigilance Is the Price of Safe- 
ty.” Cardiac arrest can and will occur even in the most skilled 
of hands. Therefore it behooves the administrator to follow 
the steps outlined in the editorial to prevent the setting up of 
conditions which are apt to precipitate cardiac arrest, namely, 
hypoxia and hypercapnia.” It is now generally agreed 
that these two evils sensitize the myocardium to noxious stimuli. 


A paper is being readied for publication consideration 
which will bring into proper focus the stimuli that are apt to 
precipitate cardiac arrest. 


Agents and technics are not substitutes for judgment, skill, 
experience, and alertness. Let the blame fall more on faulty 
administration and not on the anesthetic agent per se. 

Sincerely, 
A. A. Gotpen, D.O. 


1009 Madison St. 
Wilmington 6, Del. 
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Royal York Hotel 


When the Fifty-Eighth Annual Convention convenes in 
Toronto, July 12, with Dr. Allan A. Eggleston, Montreal, pre- 
siding, it will be the second American Osteopathic Association 
convention held in Toronto, but it will be the first at which a 
Canadian physician has presided. The combination of a Cana- 
dian location and a Canadian president holds great promise for 
an unusually good convention. The Royal York and King Ed- 
ward are the official hotels. 


The keynote address of the convention will, according to 
announcement by Campbell A. Ward, program chairman, be 
delivered by Angus G. Cathie, Philadelphia, at the opening ses- 
sion. Lecture sessions are scheduled morning and afternoon, 
and manipulative teaching sessions each afternoon. 


The Board of Trustees will begin their deliberations at 
the Royal York on July 6. The House of Delegates will com- 
mence their meetings on the following Sunday, July 11, at the 
Royal York. 


The Auxiliary to the American Osteopathic Association 
will meet concurrently with the parent body. Auxiliary ac- 
tivities will be assigned to the King Edward. 


PROGRAM 


Dr. Cathie’s keynote address, “The Scope of Osteopathy 
at Mid-Century,” at 9:15 on July 12, will open the teaching 
program and will be followed by a report by the Department 
of Professional Affairs. The report, which will he moderated 
by the chairman of the Department, Alexander Levitt, is being 
set up to acquaint the membership with three extremely impor- 
tant bureaus—the Bureau of Professional Education and Col- 
leges, the Bureau of Hospitals, and the Bureau of Research. 
An address by W. Ballentine Henley, LL.D., president of the 
College of Osteopathic Physicians and Surgeons, will conclude 
the session. 

The first lecture session on Monday afternoon will be mod- 
erated by Randall J. Chapman. The subject will be the prob- 
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lem of visceral pain, and the speakers, in addition to Dr. Chap- 
man, will be S. H. Sheppard and Philip B. Davis. Tuesday's 
lecture sessions will be concerned with postural studies and 
evaluation, moderated by Robert B. Thomas, and cancer studies, 
mederated by L. Raymond Hall. Speakers on the first will be 
Jack H. Grant, W. Fraser Strachan, and Dr. Thomas, and on 
the second, Charles J. Karibo, A. A. Choquette, J. Donald 
Sheets, and Dr. Hall. Wednesday morning a research report 
on the functional implications of segmental facilitation will be 
given by Price E. Thomas, Harry M. Wright, and Irvin M. 
Korr, Ph.D. 

C. Robert Starks will deliver the Andrew Taylor Still Me- 
morial Lecture on Wednesday morning. 


Wednesday afternoon the lecture session will be devoted 
to obstetrics. The moderator will be Ernest G. Bashor, and 
the speakers, William A. Jenkins, J. O. Carr, Delle A. Newman, 
A. A. Speir, and J. Calvin Geddes. On Thursday morning 
William B. Strong will moderate and participate in a sym- 
posium on cardiology. The other speakers will be William F. 
Daiber, C. D. Ogilvie, George W. Tapper, and Leon D. Lasser. 
Vernon H. Lowell will contribute to the Thursday afternoon 
lecture session as moderator and speaker. Others contributing 
to the symposium on acute febrile diseases will be Eugene P. 
Wise, Claude A. VanAndel, and Ward E. Perrin. 


Manipulative teaching sessions, prepared with the coopera- 
tion of the Academy of Applied Osteopathy, will be held each 
afternoon. On Monday the subject will be athletic injuries, 
the moderator, J. J. O’Connor, and the participants, Douglas 
E. Firth, Ray Linnen, and R. H. Wettlaufer. Tuesday Glenn 
A. Baird, David Heilig, and George J. Luibel are scheduled 
to take part in a session devoted to the dynamics of posture, 
moderated by Clyde W. Dalrymple. Wednesday studies of the 
lower extremity will be presented by George S. Rothmeyer, 
E. B. Sullivan, William A. Ellis, and Wallace M. Pearson; 
Dr. Ellis will act as moderator. The osteopathic contribution to 
cardiacs will be moderated by S. V. Robuck at the final session 
on Thursday. Participants in the discussion will be Basil 
Harris, Ransom L. Dinges, and William F. Daiber. 


“Physical Medicine and Rehabilitation Program” will be 
moderated by Wallace M. Pearson at the only Friday session. 
Those taking part will be Edwin F. Peters, Ph.D., Glenn F. 
Ulansey, Max Gutensohn, Wilbur V. Cole, and Martin C. 


(Continued on page 460) 
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Make Hotel Reservations Now! 


58th Annual Convention 
American Osteopathic Association 
July 12, 13, 14, 15 and 16, 1954 

Toronto, Ontario, Can. 


HOTEL RATES* 


HOTELS RUNNING WATER WITH BATH WITH TWIN BEDS 
Single Double Single Double & BATH (double) 


ROYAL YORK 
Front and York Sts $8.50 $11.50 $11.50 


KING EDWARD 
King and Victoria Sts $7.85 $11.85 $12.50 


THE BARCLAY $ 6.00 $ 7.00 
174 Front St. W 3. snialolan $5.00 $ 8.00 (suites 


FORD $3.25 $ 5.50 $ 7.25 
Bay and Dundas Sts ; 5. $4.50 $ 7.00 $ 7.50 


FRONTENAC ARMS (suites 
306 Jarvis St $6.50 $ 9.00 $ 9.50 


PRINCE GEORGE 
King and York Sts ‘ . $5.00 $ 7.00 $ 7.00 


ST. REGIS (suites $18) 
392 Sherbourne St somite $6.50 $ 9.50 $ 9.50 


WALKER HOUSE $ 6.00 (nobath) 
Front and York Sts. ’ . $6.00 $ 8.00 $ 8.00 (bath) 


WAVERLEY J 
Spadina and College Sts : : $3.75 $ 6.50 $ 8.00 


WESTMINSTER 
240 Jarvis St ss $5.00 $ 6.00 $ 6.00 


WINDSOR ARMS (with shower ) (with bath) 
22 St. Thomas St $4.50 $ 6.00 $ 8.00 


NOTE: Single rooms are extremely limited. You will have a much better chance of obtaining accommo- 
dations if you request rooms that are to be occupied by two or more persons. Hotels will not reserve double or 
twin-bedded rooms for just one person. 


*Subject to change. Motel accommodations are available. Rates will be furnished upon inquiry. 


Important! 


Please read these instructions before filling out application blank on next page. 


(1) All reservations must be made directly through the A.O.A. Housing Bureau: 
Toronto Convention and Tourist Association 
30 Bloor Street, West 
Toronto 5, Ontario, Canada 


by June 10, 1954. Do not send reservations to the local convention arrangements committee or to the American 
Osteopathic Association Central Office. 


(2) If you expect to attend any meetings scheduled either before or after the national convention, these 
meetings must be listed by name of group and the dates given. 


Classifications of eligible applicants for hotel accommodations: member, officer, trustee, delegate, alter- 
nate, scientific or technical exhibitor: 


(See hotel reservation blank on next page ) 
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APPLICATION FOR HOTEL ACCOMMODATIONS 


American Osteopathic Association Convention 
Toronto, Ontario, Canada, July 12-16, 1954 


(See reverse side of page for instructions and hotel rates) 


A.O.A. Housing Bureau 
Toronto Convention and Tourist Association, Inc. 
30 Bloor Street 


Toronto 5, Ontario, Canada Date of Application: ................... 


Accommodations Desired 
(Name of Hotel) 


(Print) 


(If the hotels of your choice are unable to accept your reservation, the A.O.A. Housing Bureau will make as good a reservation as possible 
elsewhere, providing all hotel rooms have not already been taken.) 


Room with double bed...... ........................ Room with twin 


Date and hour of arrival......................... Date and hour of departure 


Guests’ Names 
The name of each hotel guest must be listed. Therefore, please include the names of both persons who will 
occupy each double room requested. Please do not make reservations for anyone without definite agreement 
with parties involved. The name and address of each person for whom you are requesting reservations and who 
will occupy the room is: 


Name of firm, if technical exhibitor.....................-2c..----sesccscsssessoessoreosesess 


All reservations must be received prior to June 10, 1954! 


Beilke. An hour-long film, “Rehabilitation of the Bilateral 
Lower Extremity Amputee,” by Delmar Daniel will close the 
program. 

ENTERTAINMENT 

The precedent established in 1953 of a President’s dinner 
and reception on Monday evening and an installation dinner on 
Thursday will be followed this year. President Eggleston will 
address the Monday gathering and President-Elect John W. 
Mulford will speak at the Thursday dinner. 

Tuesday evening has been reserved for fraternity and so- 
rority reunions and Wednesday evening for alumni meetings. 
Throughout the week various organizations will meet for 
breakfasts, luncheons and dinners. A tea-fashion show for 
women guests at the convention is scheduled for Monday after- 
noon at Simpsons. 


RULES CONCERNING A.O.A. CONVENTION INVITATIONS 
In relation to the formal invitation to this Association to 
hold an annual convention in a particular place, the Constitu- 
tion of the American Osteopathic Association was amended at 
the 1951 convention to provide that “the House may take action 
covering not more than five succeeding conventions.” There- 
fore, it will be possible, but not mandatory, for the House of 


_posed of Alden Q. Abbott, Chairman, E. H. McKenna, R. C. 


Delegates at the 1954 convention in Toronto to select the con- 
vention city for the 1957, 1958, and 1959 conventions. 

Formal invitations must be received not less than 60 days 
before the convention and in such invitation the inviting city is 
required to give detailed description of physical facilities avail- 
able and of a local organization now set up or to be set up. 
The descriptive information is an essential part of the conven- 
tion invitation, and failure to provide it will bar consideration 
of the invitation by the Convention City Committee and by the 
House of Delegates. The Convention City Committee is com- 


McCaughan, S. H. Leibov, and C. N. Clark. 


Following are the formal rules involved: 

“The invitations shall be received not less than sixty days 
before the time of selection of convention city so that plenty of 
time may be offered for investigation. Inviting cities shall in 
their invitation give detailed description of physical facilities 
and of their local organization. These descriptions shall be 
exact and failure to provide this information to the Committee 
shall bar consideration of the invitation by the Committee and 
the House of Delegates. 

“The Committee shall report its findings, recommendations, 
and reasons therefor to the Board and the House of Delegates 
early in the annual sessions each year so that adequate time 
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Convention Address 


Names of Guests 


ADVANCE REGISTRATION APPLICATION 
58th Annual Convention 
American Osteopathic Association 
Toronto, Ontario, Can., July 12-16, 1954 


Important: If you wish to register additional guests, please give information on separate sheet of paper. 


REGISTRATION FEES 


Make checks payable to: American Osteopathic Association. 


Mail to: American Osteopathic Association, 212 E. Ohio St., Chicago 11, Illinois. Your badge and all tickets 
will be waiting for you at the A.O.A. Registration Desk in the Royal York Hotel, July 9. 


may be had for discussion before a decision is arrived at on 
location by the House. The House shall give serious considera- 
tion to the recommendation of the Committee. The Committee 
may recommend one city or more than one if two alternatives 
seem equally acceptable. In selecting a convention city for rec- 
ommendation the Committee shall consider the following fac- 
tors listed in the order of their importance: 
(a) Physical facilities for general and sectional and af- 
filiated groups’ programs, and for housing attendants. 
(b) Location of city for drawing largest attendance. 
(c) Clinical facilities (legal status of profession). 
(d) Location of city as drawing card for exhibitors. 
(e) Physical facilities as a drawing card for exhibitors. 
(f) Expense to the Association in putting on convention. 
(gz) Intraprofessional good will promotion, here consider- 
ing location and success of previous conventions. 
(h) Public relations of the profession. 
(i) Ability of the local group to provide the necessary 
local committee. 
(j) Available entertainment for members’ families. 
“Divisional societies or associations extending convention 
city invitations shall be requested to give detailed description 
of physical facilities of their city and their local organization. 
All such communications shall be presented to the Convention 
City Committee not less than sixty days before the time of 
selection of the convention city.” 


R. C. McCavenan, D.O. 
Executive Secretary 


ANNUAL CONVENTION REGISTRATION RULES 


The following are the rules for registration for the Fifty- 
Eighth Annual Convention of the American Osteopathic Asso- 
ciation, Toronto, Ontario, Can., July 12-16, 1954. 


Those who may register are: members of the Association, 


their children, and their adult guests who are not osteopathic 
physicians ; osteopathic students; commercial and scientific ex- 
hibitors; nonmembers of the Association eligible for member- 
ship; nonmembers who are ineligible for membership, but who 
show written evidence of membership in a divisional society ; 
and employees of the Association and of the Toronto Conven- 
tion Committee. 

However, not all classes of registrants may attend all ses- 
sions of the convention. While all registrants may attend the 
general sessions and are urged to do so, adult and juvenile 
guests and commercial exhibitors may not attend the special 
group instruction meetings. All other privileges dependent upon 
the registration fee will be granted to these guests. 

The registration fees will be $16 (including tax) for mem- 
hers and for adult guests. 

Osteopathic physicians not eligible for membership in the 
Association may register for the convention, but only upon the 
presentation of official, written evidence of current membership 
in a divisional society of the Association. These doctors must 
pay a fee of $25, in addition to the $16 convention registration 
fee. 

Doctors of osteopathy who are not members of the Asso- 
ciation, but appear to be eligible for membership, must pay a 
fee of $75, in addition to the $16 convention registration fee. 

These doctors may apply for membership at the registra- 
tion desk and their $75 fee will be applied as their annual dues. 
All such applications will be put through the regular channels. 
If the applicant is not acceptable, $50 of the $75 will be re- 
turned and the remainder retained as the registration fee 
charged ineligible nonmembers. 

Divisional societies include state and provincial societies 
and the British and Australian Osteopathic Associations. Mem- 
bership in a local, city, county, or district society is not suffi- 
cient for registration eligibility. 


R. C. McCavenan, D.O. 
Executive Secretary 
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Department of Public Affairs 


DONALD M. DONISTHORPE, D.O. 
Chairman 


BUREAU OF PUBLIC EDUCATION ON HEALTH 
HOBERT C. MOORE, D.O. 
Chairman 
Bay City, Mich. 
TRAINING AND RESEARCH IN STATE MENTAL 
HEALTH PROGRAMS 


Few states are not, at the present time, concerned over 
the operation, administration, development, and expansion of 
their state mental health programs. With some $1,114,000,000 
spent annually by the state and federal governments in carrying 
on the mental health programs, it is obvious that these programs 
constitute an important part of the medical expenditures of this 
country. Furthermore, the tax burden resulting from mental 
health programs is increasing rapidly and is likely to continue 
increasing for some time in the future. Around 1900 there 
were less than 150,000 patients in public mental hospitals. By 
1930 this figure had more than doubled and by 1960 it is now 
predicted that the figure will exceed 600,000. The states bear 
by far the greatest part of the burden for mental health care 
and they, therefore, are the ones who are directing that con- 
tinued study and research be made so that the state mental 
health programs may be improved and administered more effec- 
tively in the best interests of the states in the future. 


A recent publication of the Council of State Governments, 
entitled “Training and Research in State Mental Health Pro- 
grams,” was prepared as a result of a recommendation adopted 
hy the Governors’ Conference in 1951. The governors asked 
that this study include: 


1. A survey of methods of training personnel and conducting re- 


search into the causes, prevention and cure of mental disease; 


2. An investigation of the possibility of setting up in less populous 


areas regional mental health bodies which could pool the training re- 
sources and research of a number of states in a common fight against 
mental illness; and 


3. An inquiry into the possibility of some over-all mechanism 
whereby the states could plan and coordinate their research and training 
programs toward a mutual goal of preventing mental illness and reducing 
the population of mental institutions. 

At an earlier date the Council of State Governments had 
published a study of the state mental health programs them- 
selves. This study was-entitled “The Mental Health Programs 
of the Forty-Eight States” and was published in 1950. This 
new report concentrates not on mental health programs 
themselves but rather on the means and methods by which 
existing mental health programs may be made to increase effi- 
ciently the quality and extent of training and research in mental 
health. No profession whose practitioners are concerned with 
the public health of the people can fail to appreciate or to real- 
ize the significance of this very comprehensive study of the 
training and research in state mental health programs. Doctors 
of osteopathy are, in a great number, family physicians and 
thus first see persons affected by mental illness. These doctors 
will be quick to recognize that a state mental health program 
cannot be confined to the operation of state mental hospitals, 
but rather must encompass and be correlated with health serv- 
ices at all levels of state and community life. The importance 
of a general practitioner’s part in a state mental health pro- 
gram can be readily derived from the statement that: 

The family is unquestionably the most powerful social influence in 
promoting mental health or illness during the formative years of human 
growth. From the time of birth, the family represents the child’s major 
source of physical comfort, emotional support and social stimulation. 
Since the child’s personality already is well formed by the time he enters 
school, these earliest years deserve particularly careful study in any 
program designed to reduce the incidence of mental disorder. Most psy- 
chiatrists and pediatricians feel that no later application of mental hy- 


giene principles can be so truly “preventive” as those applied in early 
childhood. 


Many new institutional approaches to mental health are 
given study and consideration in this report including clinics, 


Los Angeles 


. grams is given consideration. 


day hospitals, psychiatric wards and services in general hos 
pitals, community service agencies, mobile clinics, school coun 
seling services, and others. In the field of preventive mental! 
health care, the general practitioner can perform a valuabk 
service to his community and state. 


The report places emphasis upon the popular misconceptions 
held by a large group of the public concerning mental illness 
To physicians interested in helping to eliminate these popular 
misconceptions, the following general principles upon which 
to base a public education program for mental health will be 
of value: 

What should we tell them? We should give them some insight into 
human behavior and relationships. We should give them some know! 
edge of the basic principles of child development and care, of adolescenc« 
and maturity, of marriage and jobs, of aging and senility. We should 
try to define, as best we can in our terms, effective living and the good 
life. We should say something about the major emotions: love and hate 
anger and jealousy, envy and rivalry, greed and grief, and what they 
can do to us. We should impart information about conditions in state 
hospitals, about the need for out-patient care and child guidance clinics, 
about the need for trained personnel, about the need to influence legisla 
tors. We should try to lift the pall of ignorance and fear and shame ani 
superstition that hangs over mental illness. 

We should arouse as little anxiety as possible; we should try not to 
awaken guilt. We should speak as much of the truth as they can take, 
and progressively more. 

Research project directors throughout the states rank as 
follows the six topics that most needed better public under- 
standing : 

1. Preventive 
schools, etc.). 

2. Prevalence and severity of mental illness as a social problem. 

3. General psychology of personality and behavior. 

4. Recognition of alcoholism, drug addiction, sex deviancy, etc., as 
psychiatric problems. 


5. Research—what it has accomplished, what it is trying to do. 

6. Hospitals for the mentally ill—their problems, handicaps, etc. 

Most physicians will not find time to be able to participate 
or serve in the development of their state mental health pro- 
gram at the institutional level. Physicians are, however, par- 
ticularly qualified to help in the public education program for 
mental health. This publication will provide much of the basic 
information and factual material needed to develop a_ public 
education program. 

Preventive measures alone are not given attention in this 
study, but also the problems relating to personnel, training, and 
research are carefully appraised. The effect of administrative 
policies and problems of financing are carefully studied. It 
seems agreed that too little is being done in regard to researcli 
in the mental health field. Financial support for research in 
this field appears to he sadly lacking. Annual expenditures for 
research on mental health and disorder approximate $6,000,000. 
The trend is, however, toward increased support of research. 
Efforts are being made to increase the number and quality of 
the training facilities for mental health personnel. The report 
emphasizes that much remains to be done but recognizes sub- 
stantial improvement in all phases of the state mental health 
programs over the past few years. Every avenue of possible 
assistance to help in the development of mental health pro- 
Interstate cooperation through 
such organizations as the Southern Regional Education Board 
and the Western Interstate Commission for Higher Education 
is pointed out as a possible means of permitting each state to 
obtain maximum benefits from the total resources of the whole 
area in which it is located rather than relying solely upon the 
facilities within its own borders. 

The need for an interstate clearinghouse for mental health 
information and for consultation on means of making mental 
health programs more effective is brought to the attention of 
the governors. Such a clearinghouse, it is pointed out, should 
not merely maintain statistical data on hospital populations and 
staffs but should be familiar with the advantages and disad- 
vantages of various types of administrative organizations in 


measures in mental health (activities of clinics, 
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the state mental health systems. It could provide additional 
liaison between the states and federal, professional, and private 
organizations concerned with mental health and make the re- 
sources and needs of the states known to them. This clearing- 
house could encourage the adoption of a uniform statistical re- 
porting system for mental institutions so that a true picture 
of the prevalence of mental disorder could be gained and var- 
ious treatment methods evaluated more readily. The clearing- 
house should be able to aid in developing interstate arrange- 
ments for training in the mental health profession and for hos- 
pitalization of mental patients. Such a clearinghouse could ex- 
plore the merits and feasibility of supporting regional research 
laboratories in the particular areas through interstate coopera- 
tion. This recommendation for an interstate clearinghouse, if 
adopted, would appear to be one that could do much to im- 
prove the state mental health programs. 


OSTEOPATHIC FOUNDATION 
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One cannot read such a report as “Training and Research 
in State Mental Health Programs” without realizing the mag- 
nitude of the mental health problems that faces the individual 
states. In all, the report makes nineteen recommendations for 
the states to consider. The problems which states encounter are 
so broad that they affect every phase of community life. Not 
only the problems related to mental illness itself are involved, 
but also present are financial problems which affect the ability 
of the states to provide adequate mental care and constitute 
such drains upon state financial resources as to prevent the 
states in some areas from financing other needed health pro- 
grams. Every professional health organization, therefore, must 
be aware of and recognize the problems at a national and state 
level in regard to mental health. Individual physicians must be 
ready to do their part at the community level. 


Osteopathic Foundation 


LEWIS F. CHAPMAN 
Director 
Chicago 


COMMITTEE ON CHRISTMAS SEALS 
E. H. McKENNA, D.O. 
Chairman 
Muskegon Heights, Mich. 


1953 CAMPAIGN RETURNS 


The Committee on Christmas Seals now presents its first 
tabulation of 1953 campaign returns. It makes the presenta- 
tion with gratitude and a measure of satisfaction: gratitude 
for the participation of enlarging segments of the profession 
and its affiliates, and satisfaction that campaign proceeds top 
those of last year by the greatest annual margin in Seal history. 

For the first time, the campaign total has passed the thirty- 
thousand mark. On February 28, the figure was $34,001.11; 
before the fiscal year closes on May 3], it is expected to reach 
$35,000. Contributions are still being gratefully accepted. The 
total as it now stands is almost $11,000 over that of 1952. 

This increase has come from many sources: an increased 
number of contributors, a higher per capita giving, and an in- 


creased return from the distribution of Seals to the public. In 
this latter source lies the biggest single growth. This is almost 
entirely attributable to the “packet plan” of distribution by the 
doctors and Auxiliary members to patients and friends. 

Instituted 2 years ago, this “packet plan” is proving to be 
sound public relations. In its first year it brought in $3,700; 
last year, $9,500; and this year, so far, $15,400—a sum within 
$1,000 of the total of doctor contributions. 

The best aspect of this year’s increase lies in its promise. 
The Seal campaign is on its way. In 1949, when the Research 
Fund became co-recipient with the Student Loan Fund in Seal 
returns, an expanded Seal program was set up. That first year 
Seal proceeds were $12,500; this vear they are $34,000. But 
an even greater promise lies in another set of figures. This 
total was brought in by one fourth of the members of the 
profession and its affiliates. In the world of organized osteop- 
athy, one person in four took part in the Seal campaign. That 
leaves three fourths of the osteopathic world for growing pur- 
poses. 

Here’s to 1954! 


CHRISTMAS SEAL CAMPAIGN RETURNS 


As of February 28, 1954 


From the 


Contributors 


Number 


Individual doctors : 
Contributors 
Distributors* 


Colleges 

1) Campus campaigns 

2) Parents of students —................ 636 
284.50 
201.01 
410.30 
91.45 
201.66 


— 1,270.92 


Profession 


Returns 
From the 
Auxiliary 


From the 
Public Total 


$14,539.23 


$26,295.69 
438.01 


1,922.49 3,193.41 


Auxiliary 
Contributors 
Distributors* 


Miscellaneous 
Public Gifts ............... 


Seal Collectors 


$2,316.30 
1,390.50 
3,700.80 


281.20 284.20 


38.00 38.00 


Total 


$16,293.16 


2316.30 $15,391.65 $34,001.11 


*Persons who distributed Christmas seal packets to patients and friends. 


= 
483.01 
2) 
205.00 
289.00 
278.00 
421.50 
457.00 
271.99 
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CHESTER D. SWOPE, D.O. 
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MEDICAL DIATHERMY EQUIPMENT , 
ENFORCEMENT OF COMMISSION’S RULES 
REGULATING OPERATION 


Fepruary 19, 1954. 

On June 30, 1953, Part 18 of the Commission’s rules and 
regulations became applicable to the operation of all short- 
wave medical diathermy equipment. Since that date the opera- 
tion of medical diathermy equipment which is not type 
approved, certified or licensed in accordance with the provi- 
sions of the Commission’s rules has been illegal, and operators 
of such illegal equipment are subject to the penalties prescribed 
by the Communications Act of 1934, as amended. 

The Commission is aware that a considerable number of 
medical diathermy machines which do not comply with its 
rules are still being used. Most of them are operated by 
doctors, or other persons, who either are not aware that they 
are violating the law or do not appreciate the compelling 
reasons which forced the Commission to adopt its rules gov- 
erning the use of medical diathermy and other types of indus- 
trial, scientific and medical equipment. 

Consequently, the Commission is using this public notice 
to explain the necessity for strict compliance with these rules 
and why it is important that only approved medical diathermy 
equipment be used. 


WHY IS IT NECESSARY TO COMPLY WITH THE 
COMMISSION'S RULES? 


Radiation from medical diathermy equipment can cause 
harmful interference to the various radio communication serv- 
ices. A diathermy machine is, in effect, a radio transmitter. 
Interference may be caused hundreds of miles from the point 
where the diathermy equipment is being operated. Moreover, 
because of spurious radiations, interference can be caused on 
frequencies far removed from the one on which the diathermy 
equipment is operating. 

Spurious radiation is not essential to the use of medical 
diathermy equipment from a therapeutic standpoint. Practi- 
cally all spurious and harmonic radiation can be effectively 
suppressed while the fundamental frequency can be confined 
to allocated bands. The Commission’s Rules are designed to 
accomplish those very purposes and so reduce to a minimum 
the probability of interference from the operation of diathermy 
equipment. 


Some of the harmful effects which can result from dia- 
thermy machines that radiate excessively are indicated below: 

1. National Defense. It has been conclusively demon- 
strated that both planes and missiles can be guided to their 
targets by following radio signals. Because of that fact, the 
United States has instituted a comprehensive program known 
as CONELRAD (CONtrol of ELectro-magnetic RADiation) 
which is designed to minimize the usefulness of radio signals 
originating in this country to an enemy. A CONELRAD pro- 
gram for the control of radio broadcast stations during pos- 
sible air raids is already in effect. Such programs for other 
radio services are being instituted. Since planes can also utilize 
signals emanating from excessively radiating diathermy ma- 
chines, it may be necessary to put such a program into effect 
with respect to such equipment, particularly if equipment of 
this type which radiates excessively remains in use. 


2. Interference to Safety Radio Services. Radio is of 
vital importance to safety. One of the most important safety 
uses of radio is in connection with air travel. Not only is 
radio used for direct communication between planes and be- 
tween air and ground, but it is important as a navigational 
aid, particularly when visibility is limited. Radiation from 
diathermy equipment on frequencies outside of the assigned 
bands is a potential hazard to both aeronautical communication 
circuits and to airplane landing systems. Such radiation can 
result in disastrous airplane accidents. 


Washington 


Among other important safety services are the Police 
Radio Service and the Fire Radio Service. The safety «/ 
life and property in every community in this country is high! 
dependent upon interference free, 24-hour per day police an] 
fire radio communication. Excessive radiation from diatherniy 
machines has been responsible for disruptive interference 1 
these vital safety services. 

In order to avoid serious accidents and the loss of lic 
and property it is essential that radiation from diatherm, 
machines be confined to assigned bands or be adequately su; 
pressed. That means the use of equipment which complies 
with Part 18 of the Commission’s rules. 

3. Interference to Broadcast Reception. One common type 
of interference from medical diathermy equipment concerns 
the reception of aural and television broadcast programs. Some 
users of diathermy machines are already familiar with this 
type of interference. Unfortuntely many doctors, as well as 
other users, apparently believe that this is the only inter 
ference which their diathermy equipment is capable of causing 

ANSWERS TO SPECIFIC QUESTIONS ABOUT 
DIATHERMY EQUIPMENT 

For the benefit of operators of medical diathermy equip 
ment, the Commission is answering the following specific 
questions : 

“Why should I worry if I have received no complaints 
about my equipment?” 

The fact that you have not received a complaint is not 
a guarantee that your diathermy machine is not causing ob- 
jectionable interference, perhaps many miles away. The only 
practical way of knowing that diathermy equipment is not 
causing interference is through the use of type approval or 
certified equipment. 

“If my equipment was legal before June 30, 1953, why 
is it dangerous now?” 

Medical diathermy equipment which radiates excessivel) 
has been an interference problem for a long time. The Com 
mission’s rules initially became effective June 30, 1947. How- 
ever, to enable the owners of existing equipment to amortize 
their investments, the Commission gave the owners and users 
of equipment manufactured and assembled before July 1, 1947, 
a total of six years, until June 30, 1953, within which to 
comply. 

The use of radio as a navigational aid in air and marine 
travel has developed, and is still developing, at a tremendous 
rate. Hundreds of new television stations and millions of 
new television receivers are now in operation. The _possi- 
bility of interference to both important safety services and to 
television broadcasting reception is therefore constantly in- 
creasing. 

“What should the owners and operators of non-complying 
equipment do?” 

The owner or operator of a medical diathermy machine 
which does not comply with the Commission’s rules should do 
one of the following things: 

(a) Obtain a machine which has been type-approved by 
the Commission and which bears a type approval number. A 
certificate of type approval means that the Commission’s engi 
neers have tested a prototype of the machine and have foun 
that it complies with the requirements. Type approval is not an 
absolute guarantee that the machine will not cause interference 
but it does indicate that, under normal conditions of installation 
and operation, the machine will not do so. 

(b) Have a competent engineer certify that the machine i 
capable of operating in accordance with the Commission’s rules 
Such certification is accomplished in the manner specifically 
prescribed in Part 18 of the Commission’s rules. However, the 
owners of older diathermy machines are cautioned that the cer 
tification of such machines will usually require extensive modi- 
fication or shielding by a skilled engineer as well as the us¢ 
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of special field intensity equipment, and the rules also require 
that the certification must be renewed every three years. In 
many cases the certification process may prove more costly 
than the purchase of a new type-approved machine. 

“How does the Commission propose to enforce its rules?” 

It is hoped that this Public Notice will receive widespread 
circulation and that when these facts are brought home to the 
users of illegal equipment, particularly those which relate to 
the dangers which may result from the use of such machines, 
the Commission will receive a maximum degree of cooperation 
in the elimination of the illegal equipment. 

However, because of the serious potential dangers involved 
in the continued use of illegal equipment, the Commission does 
not intend to rely solely on an educational campaign. It intends 
io use every means at its disposal to identify and eliminate the 
use of any equipment which does not comply with its rules. 

The users of illegal equipment are warned that the Com- 
mission has available to it, and intends to follow, the following 
enforcement procedures wherever appropriate: (1) The issu- 
enee of cease and desist orders, enforceable in the courts, di- 
rected to the users of the illegal equipment; (2) application to 
‘he courts for injunctions against the use of illegal equipment ; 

3) the institution, in aggravated cases, of criminal proceedings 
‘gainst the operators of illegal equipment. 

Adopted: February 17, 1954. 

FEDERAL COMMUNICATIONS 
COMMISSION 


Mary Jane Morris, 
[SEAL] Secretary. 


[F. R. Doc. 54-1282; Filed, Feb. 24, 1954; 8:51 a.m.] 


BILLS IN CONGRESS 


H.R. 6863—Mr. Curtis, of Nebraska. Social Security Act 
Amendments of 1954. Extends Old-Age and Survivors Insur- 
ance System to include additional groups, including osteopathic 
physicians. 


H.R. 6920—Mr. Rodino, of New Jersey. 


Allows income 
tax deduction for education of a dependent attending college or 
university. 

H.R. 6949—Mr. Wolverton, of New Jersey. To facilitate 
the broader distribution of health services. Provides: “licensed 
physician” means a doctor of medicine, duly licensed and regis- 
tered to practice medicine in any State, whose license is in good 
standing under the laws of the State where he practices. 

H.R. 6950—Mr. Wolverton, of New Jersey. Health Serv- 
ices Facilities Act. To assist voluntary nonprofit associations 
offering prepaid health service programs to secure necessary 
facilities and equipment through long-term, interest-bearing 
loans. 

H.R. 6951—Mr. Wolverton, of New Jersey. To amend 
title VI of the Public Health Service Act (relating to hospital 
survey and construction) to provide mortgage loan insurance 
to stimulate investment of private capital in the construction of 
self-supporting hospitals and other medical facilities and to fa- 
cilitate the extension of voluntary, prepayment health plans pro- 
viding comprehensive medical and hospital care. 

H.R. 6952—Mr. Wolverton, of New Jersey. To amend 
section 23 (x) of the Internal Revenue Code to permit the 
deduction of certain payments for health insurance without re- 
gard to the 5 per centum limitation contained therein. 

H.R. 7195—Mr. Miller, of Nebraska. Amends District of 
Columbia Healing Arts Practice Act to increase penalty for 
practicing the healing art without a license. 

H.R. 7199—Mr. Reed, of New York. Social Security 
Amendments of 1954. To amend the Social Security Act and 
the Internal Revenue Code so as to extend coverage under the 
old-age and survivors insurance program, increase the benefits 
payable thereunder, preserve the insurance rights of disabled 
individuals, and increase the amount of earnings permitted 
without loss of benefits, and for other purposes. 

H.R. 7291—Mr. Curtis, of Nebraska. To provide that any 
person aggrieved by a final decision of the Employees’ Compen- 
sation Appeals Board may bring action on his claim in a United 
States district court. 
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H.R. 7333—Mr. Watts, of Kentucky. To amend the In- 
ternal Revenue Code to grant to taxpayers in certain cases an 
additional income-tax exemption for children attending educa- 
tional institutions of higher learning. 

H.R. 7341—Mr. Wolverton, of New Jersey. Medical Fa- 
cilities Survey and Construction Act of 1954. To amend the 
hospital survey and construction provisions of the Public Health 
Service Act to provide assistance to the States for surveying 
the need for diagnostic or treatment centers, for hospitals for 
the chronically ill and impaired, for rehabilitation facilities, and 
for nursing homes, and to provide assistance in the construc- 
tion of such facilities through grants to public and nonprofit 
agencies, and for other purposes. 

H.R. 7387—Mr. Perkins, of Kentucky. To amend the In- 
ternal Revenue Code to provide a deduction for certain ex- 
penses paid or incurred by the taxpayer for his own education 
or for the education of any other person. 

H.R. 7397—Mr. Wolverton, of New Jersey. To amend 
the Public Health Service Act to promote and assist in the ex- 
tension and improvement of public health services, to provide 
for a more effective use of available Federal funds, and for 
other purposes. 

H.R. 7446—Mr. Rhodes, of Arizona. To authorize coop- 
erative research in education. 

H.R. 7448—Mr. Reed, of New York. Children’s Service 
Act of 1954. Amends title V of the Social Security Act to 
promote and assist in extension and improvement of Child 
Health and Welfare Services. 

H.R. 7474—Mr. Evins, of Tennessee. To establish a Fed- 
eral Board of Hospitalization. 


H.R. 7515—Mr. Busbey, of Illinois. To amend the Internal 
Revenue Code to permit a taxpayer to deduct certain expenses 
incurred for the education of his children, and to allow the tax- 
payer an exemption for a dependent child attending school re- 
gardless of such child’s gross income. 

H.R. 7519—Mr. Fischer, of Texas. To allow an additional 
income tax exemption of $1,200 to a taxpayer supporting a de- 
pendent who is permanently disabled or blind. 

H.R. 7520—Mr. Gwinn, of New York. To establish a Na- 
tional Advisory Committee on Education. 

H.R. 7531—Mr. Radwan, of New York. To establish a 
Medical Advisory Committee on Alcoliolism in the Department 
of Health, Education, and Welfare. 

H.R. 7535—Mrs. Rogers, of Massachusetts. To 
and revise the laws relating to pensions. 

H.R. 7599—Mr. Gwinn, of New York. To provide for a 
1955 White House Conference on Education. 

H.R. 7681—Mr. Whitten, of Mississippi. To amend the 
Internal Revenue Code to remove the limitations on the amount 
of medical and dental expenses which may be deducted, to per- 
mit taxpayers to deduct such expenses, to arrive at their ad- 
justed gross income, and for other purposes. 

H.R. 7700—Mr. Wolverton, of New Jersey. To amend 
the Public Health Service Act to provide mortgage loan insur- 
ance for hospitals and medical facilities used in connection with 
voluntary prepayment health plans. 

H.R. 7707—Mr. Ostertag, of New York. To amend the 
Social Security Act so as to provide that public-assistance pay- 
ments to the States shall not be reduced in certain cases by 
reason of the disapproval by the Department of Health, Educa- 
tion, and Welfare of the personnel practices of the State agen- 
cies carrying out public-assistance programs. 

H.R. 7713—Mr. Williams, of New Jersey. Social Security 
Amendments of 1954. Extends OASI coverage to osteopathic 
and other professions, and provides permanent and total dis- 
ability insurance and rehabilitation benefits. 

H.R. 7742—Mr. Roberts, of Alabama. To authorize the 
withholding, upon request, from compensation of Federal em- 
ployees, of amounts for the payment of rates and premiums of 
voluntary prepayment plans and insurance for hospital and 
medical care, or both. 

H.R. 7747—Mr. Reams, of Ohio. To amend the Outer 
Continental Shelf Lands Act in order to provide that revenues 
under the provisions of such Act shall be used as grants-in-aid 
of primary, secondary, and higher education. 

H.R. 7817—Mr. Martin, of Iowa. To amend the Internal 
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Revenue Code to permit the filling of oral prescriptions for 
certain narcotic drugs, and for other purposes. 

H.R. 7840—Mr. Wolverton, of New Jersey. To amend the 
Railroad Retirement Act, the Railroad Retirement Tax Act, 
and the Railroad Unemployment Insurance Act. 

H.R. 7861—Mr. Marshall, of Minnesota. To provide that 
the maximum age at which certain individuals may be inducted 
under the Universal Military Training and Service Act shall 
be 24. 

H.R. 7898—Mrs. Frances P. Bolton, of Ohio. To authorize 
male nurses and medical specialists to be appointed as Reserve 
officers. 

H.R. 7910—Mr. McMillan, of South Carolina. To provide 
certain safeguards for animals which are to be used in scien- 
tific experiments. 

H.R. 7914—Mr. Poff, of Virginia. To incorporate the Na- 
tional Fund for Medical Education. 

H.R. 7951—Mr. Klein, of New York. Same as H.R. 7840. 

H.R. 7956—Mr. Williams, of Mississippi. 
7840. 

H.R. 8009—Mr. Saylor, of Pennsylvania. To provide for 
the commitment and care of the mentally ill of Alaska, and for 
other purposes. 

H.R. 8042—Mr. Radwan, of New York. To establish the 
Federal Agency for Handicapped, to define its duties, and for 
other purposes. 

H.R. 8078—Mr. Friedel, of Maryland. To amend the 
Outer Continental Shelf Lands Act in order to provide that 
revenues under the provisions of such Act shall be used as 
grants-in-aid of primary, secondary, and higher education. 

H.R. 8079—Mr. Golden, of Kentucky. To amend the So- 
cial Security Act to provide old-age insurance benefits for 
certain permanently and totally disabled individuals under the 
age of sixty-five, to provide that no deductions from benefits 
shall be made on account of outside earnings, and to extend 
coverage on a voluntary basis to certain ministers, teachers, and 
other professional persons. 

H.R. 8125—Mr. Kersten, of Wisconsin. To amend the In- 
ternal Revenue Code to provide for certain deductions for tax- 
payers and dependents who are physically or mentally disabled. 

H.R. 8149—Mr. Wolverton, of New Jersey. To amend the 
hospital survey and construction provisions of the Public 
Health Service Act to provide assistance to the States for sur- 
veying the need for diagnostic or treatment centers, for hos- 
pitals for the chronically ill and impaired, for rehabilitation fa- 
cilities, and for nursing homes, and to provide assistance in the 
construction of such facilities through grants to public and 
nonprofit agencies, and for other purposes. 

H.R. 8168—Mr. McMillan, of South Carolina. To amend 
section 416 of the Agricultural Act of 1949 so as to authorize 
disposal of surplus farm products to Federal, State, and local 
hospitals and penal and correctional institutions. 

H.R. 8211—Mr. Smith, of Virginia. To establish rules of 
interpretation governing questions of the effect of Acts of Con- 
gress on State laws. 

H.R. 8227—Mr. Elliott, of Alabama. To amend the Outer 
Continental Shelf Lands Act in order to provide that revenues 
under the provisions of such Act shall be used as grants-in-aid 
of primary, secondary, and higher education. 

H.R. 8229—Mr. Elliott, of Alabama. 
Survey and Construction Act of 1954. 

S. 2647—Mr. McCarran, of Nevada. Civil Aeronautics Acz 
of 1954. 

S. 2657—Mr. Case, of South Dakota. Same as H.R. 7195. 

S. 2660—Mr. Case, of South Dakota. To amend the Op- 
tometry Act of the District of Columbia. 

S. 2671—Mr. Ives, of New York. Prevides for appoint- 
ment of male citizens as nurses in the Armed Services. 

S. 2717—Mr. Murray, of Montana. To remove the time 
limitations on a period during which vocational rehabilitation 
training may be afforded to certain seriously disabled veterans 
of World War II and of service on and after June 27, 1950. 

S. 2723—Mr. Smith, of New Jersey. To provide for a 
White House Conference on Education. 

S. 2724—Mr. Smith, of New Jersey. To establish a Na- 
tional Advisory Committee on Education. 


Same as H.R. 


Medical Facilities 
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S. 2758—Mr. Smith, of New Jersey (for himself; Mr. 
Ferguson, of Michigan; Mr. Saltonstall, of Massachusetts ; 
Mr. Upton, of New Hampshire; Mr. Hill, of Alabama; an:| 
Mr. Ives, of New York). To amend the hospital survey an 
construction provisions of the Public Health Service Act t 
provide assistance to the States for surveying the need fo; 
diagnostic or treatment centers, for hospitals for the chronical 
ly ill and impaired, for rehabilitation facilities, and for nursin: 
homes, and to provide assistance in the construction of suc 
facilities through grants to public and nonprofit agencies, an! 
for other purposes. 

S. 2759—Mr. Smith, of New Jersey (for himself; M: 
Upton, of New Hampshire; and Mr. Ives, of New York). T: 
amend the Vocational Rehabilitation Act so as to promote an 
assist in the extension and improvement of vocational rehabil: 
tation services, provide for a more effective use of availall 
Federal funds, and otherwise improve the provisions of tha 
Act, and for other purposes. 

S. 2763—Mr. Hill, of Alabama, and others. To amend tli 
Outer Continental Shelf Lands Act in order to provide thai 
revenues under the provisions of such Act shall be used a. 
grants-in-aid of primary, secondary, and higher education. 

S. 2778—Mr. Smith, of New Jersey (for himself; Mr 
Ferguson, of Michigan; Mr. Saltonstall, of Massachusetts ; and 
Mr. Hill, of Alabama). Public Health Grant-in-Aid Amend 
ments of 1954. 

S. 2831—Mr. Purtell, of Connecticut. To provide for th« 
payment of death gratuity benefits in the case of commissioned 
officers of the Public Health Service. 

S. 2835—Mr. Humphrey, of Minnesota. To amend the In- 
ternal Revenue Code so as to permit the deduction from gross 
income of certain expenses incurred by a taxpayer in providing 
an education above the secondary level for his children. 

S. 2852—Mr. Ives, of New York. To provide for the ap- 
pointment of qualified male persons as nurses in the United 
States Army Reserve, and for other purposes. 

S. 2856—Mr. Smith, of New Jersey. To authorize coop- 
erative research in education. 

S. 2870—Mr. Russell, of Georgia. To amend certain eligi- 
bility requirements in connection with the payment of benefits 
of the Federal Employees’ Compensation Act to certain officers 
and enlisted men of the Army Reserve. 

S. 2929—Mr. Long, of Louisiana. Provides for larger 
Federal financial participation in public assistance programs 
under the Social Security Act. 

S. 2930—Mr. Smith, of New Jersey, and others. To amend 
the Railroad Retirement Act, the Railroad Retirement Tax Act, 
and the Railroad Unemployment Insurance Act. 

S. 2943—Mr. Johnson, of Colorado. To provide for the 
transfer of all powers, duties, and functions of the Federal 
Civil Defense Administration to the National Guard Bureau of 
the Army, and for other purposes. 

S. 2995—Mr. Ives, of New York. To authorize male 
nurses and medical specialists to be appointed as Reserve of- 
ficers. 

S. 3037—Mr. Butler, of Nebraska. To amend the Organic 
Act of Alaska (37 Stat. 512) to provide for the commitment 
and care of the mentally ill of Alaska, and for other purposes. 

S. 3039—Mr. Potter, of Michigan. To amend the grant 
provisions of the Vocational Rehabilitation Act. 


MEDICAL DIRECTOR OF FDA 


The appointment of Dr. Albert H. Holland, Jr., as Medical 
Director of the Food and Drug Administration was announced 
on March 7, 1954, by Charles W. Crawford, Commissioner of 
Food and Drugs, U. S. Department of Health, Education, and 
Welfare. The post has been vacant since July, 1952, when Dr 
Erwin E. Nelson resigned to head the Department of Pharma 
cology at the St. Louis University College of Medicine. Dr 
Irvin Kerlan has served as Acting Medical Director in the in- 
terim. 

As Director of the FDA Division of Medicine, Dr. Hol- 
land will be responsible for advising the agency on all medical 
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questions involved in enforcement of the Federal Food, Drug, 
and Cosmetic Act. The Medical Division also assists in the de- 
velopment of medical evidence in court cases involving adul- 
terated and misbranded products, and administers the new-drug 
provisions of the Act which require adequate scientific testing 
to establish the safety of all new drugs before they are placed 
on the market. 

Dr. Holland comes to the Food and Drug Administration 
from the Armour Laboratories, Chicago, where he has been 
Medical Director since January, 1951. Before joining Armour 
he was Director of the Office of Research and Medicine at the 
Oak Ridge (Tenn.) Operations of the Atomic Energy Com- 
mission. Prior to holding this post he was Medical Adviser to 


ORAL PROCAINE FOR MUSCULOSKELETAL PAIN 

Rubin Klein, M.D., and Samuel B. Harris, M.D., describe 
in the New York State Journal of Medicine, December 1, 1953, 
the results which they obtained in treating arthritis with oral 
procaine hydrochloride. 

At present there is no drug which will either prevent or 
cure arthritis, and those drugs which help the condition cannot 
be continued indefinitely because of their toxicity. The authors 
searched for a pain-relieving and spasm-relieving drug which 
would not harm the patient even if continued indefinitely ; one 
that was inexpensive and readily available. Procaine hydro- 
chloride was decided upon. 

After introduction into the body, procaine rapidly breaks 
down into its two components, para-aminobenzoic acid and 
diethylaminoethanol. The kidneys excrete 10 per cent of the 
drug, and the remainder is destroyed in the liver. 

The action of procaine is similar to that of curare but 
occurs even after degeneration of the motor nerve. Irritability 
of muscle fibers is decreased with procaine because of its 
chemical combination with the nerve protoplasm. 

It is possible that dysfunctioning of the capillary bed in 
arthritic joints leads to localized edema, hypoxia, and hydrogen 
ion concentration changes in the tissues. Pain becomes notice- 
able and at times severe when metabolites accumulate in these 
tissues. Anesthesia is produced in the irritated nerve endings 
when procaine in the circulation reaches the dysfunctioning 
capillary bed. This breaks the reflex arc pattern, circulation 
returns to normal, and metabolites are removed from the area. 
The authors believe that with administration of large doses of 
procaine the excess enters the circulation and acts in the man- 
ner described. 

The initial lesion of degenerative arthritis is thought to 
consist in loss of the polysaccharide half of the collagen-poly- 
saccharide complex of connective tissue, although the mechanism 
causing it is unknown. It may be that capillary bed dysfunc- 
tion surrounding the involved joints causes the degenerative 
and fibrinoid changes which occur at the molecular level. The 
patient complains of pain and muscle spasm when arthritis de- 
velops. Procaine in the circulation breaks the painful arc, re- 
leases the muscle spasm, and permits the circulation to the 
capillary bed to return to normal. The authors think this may 
he the manner in which procaine acts in musculoskeletal pain. 

In the series in which oral procaine was used, 31 cases 
were treated. They consisted of 23 cases of degenerative arthri- 
tis, 2 of rheumatoid arthritis, 1 with a combination of both, 3 
with fibrositis, 1 of polyarthritis, and 1 of calcified bursitis. In 
every case the diagnosis was confirmed by x-ray or by the 
typical clinical picture of pain, swelling, deformity, and a long 
pre-existing history. Pain relief was marked and prompt with- 


in 2 weeks in 22 of the patients, although in a few, complete 


relief occurred in 2 days. To some extent, decrease of swelling 
occurred within the same period. There was no change in the 
deformity in those in whom it was marked, but joint mobility 
was increased. Although some patients took over 250 grams of 
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the Manhattan Engineering District project at Oak Ridge, hav- 
ing been assigned originally by the Army as Medical Liaison 
Officer. Dr. Holland’s service at Oak Ridge covered a period 
of approximately 4 years, from 1946 to 1950. 

Dr. Holland is a graduate of Valley Forge Military Acad- 
emy, the Brothers College at Madison, New Jersey, and the 
New York University College of Medicine, where he was presi- 
dent of the 1944 graduating class. He interned in the New 
York Post-Graduate Hospital. After his internship he held an 
Assistant Residency at Memorial Hospital, and then returned 
to Post-Graduate Hospital as Resident in Internal Medicine. 
He left the latter position to enter service in the Army Medical 


procaine from the beginning of treatment there were no blood 
or urine changes and no evidence of toxicity or addiction. 
Some patients took 3 grams a day for several weeks, and the 
average dose was 7 grains three times a day. Nine patients 
showed no change. The ages of the patients varied from 29 
to 87 years, and the duration of the disease varied from 2 
weeks to 21 years. Pain returned within 4 to 7 days after 
medication was discontinued, but in most cases dosage could be 
kept at a maintenance level which kept the patient symptom- 
free. 

An addendum to the paper tells of 19 additional cases 
which were also treated with oral procaine, of which 16 showed 
prompt and marked improvement and 3 remained unchanged. 
Some of the original cases were followed for a year, a total 
of between 500 and 600 grams of procaine having been admin- 
istered without any ill effects. 


INDICATIONS FOR, AND RESULTS OF GALLBLADDER 
SURGERY IN PATIENTS OVER 65 YEARS OF AGE 


Conservative gallbladder surgery following thorough pre- 
operative evaluation of the patient may be performed safely 
in older persons, according to Brock E. Brush, M.D., and 
Frank Zeller, Jr., M.D., in Journal of the American Geriatrics 
Society, December, 1953. They believe that older persons with 
“silent” gallstones stand elective cholecystectomy quite well, 
much better, in fact, than they stand the sequelae of gallstones 
which probably will occur if the condition is not taken care of. 

Patients in the older age group should, of course, have a 
thorough preoperative evaluation of the entire body. The 
cardiac status should be appraised, a prothrombin test per- 
formed, and liver function determined. In the male, kidney 
function tests should be performed and the status of the pros- 
tate evaluated. Blood sugar and nonprotein nitrogen should 
he determined. In addition, sigmoidoscopic examination and 
barium study of the colon and stomach are recommended. 
Cholecystography, gastric analysis, and biliary drainage studies 
are invaluable. 

Intercostal nerve block combined with a local anesthetic 
injected into the peritoneum is the anesthesia of choice for 
cholecystostomy. For cholecystectomy, spinal anesthesia is 
preferable. For patients over 65 years of age, premedication 
should be light. Morphine is used, rarely more than 8 mg.; 
atropine is preferred to scopolamine. , 

Although operation within 24 hours of the onset of acute 
cholecystitis is recommended for patients in good condition, 
the authors believe that better results will be obtained if the 
operation is deferred in the older age group to permit thorough 
examination and evaluation of the patient. If no improvement 
takes place (it usually occurs in 3% to 48 hours after treat- 
ment is instituted) operation must be performed immediately. 
In an acutely ill patient, choiecystostomy is the operation of 
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choice. Cholecystectomy should never be attemped unless the 
entire biliary tree can be completely and satisfactorily seen. In 
acute cholecystitis inflammatory processes render this im- 
possible. 

Early elective cholecystectomy, at an opportune time and 
before a serious situation develops, is preferable to the inevi- 
table complications and their increase in morbidity and mortality 
in untreated cholelithiasis. When the patient’s condition is op- 
timal, the authors advocate exploration of the common duct in 
connection with cholecystectomy. Stones are frequently found 
in the common duct, even though they are not palpable, and 
when surgery of the common duct is performed, the sphincter 
of Oddi can be evaluated. Valuable information can be ob- 
tained which is helpful in the event of postcholecystectomy 
symptoms, although fewer postcholecystectomy symptoms are 
to be expected following this procedure. Indications for open- 
ing the common duct are palpation of a stone, enlargement of 
the duct, jaundice or a history of jaundice, history of biliary 
colic, and induration of the pancreatic head. 


In their series of 100 cases, cholecystectomy was per- 
formed on 57 patients with 3 deaths, cholecystectomy and chole- 
dochotomy on 25 patients with 1 death, and cholecystostomy on 
18 with 1 death. Analysis of the deaths showed that 2 patients 
(who could not be made ambulatory) died of pulmonary em- 
bolus, and there was 1 death from uremia, 1 from jaundice, 
cirrhosis, and ascites, and 1 from rheumatic heart disease. 
Among the 31 patients with chronic cholelithiasis in whom 
cholecystectomy was performed during a quiescent period, there 
was no mortality. 


RETROLENTAL FIBROPLASIA 


A review of the general progress that has been made in the 
problem of retrolental fibroplasia and a review of their own 
experience with the condition are presented by Loren P. Guy, 
M.D., and his associates in the New York State Journal of 
Medicine, December 15, 1953. 


Routine ophthalmoscopic examination of premature infants 
during their first 2 weeks of life may reveal changes which 
appear to be related to retrolental fibroplasia. Haziness of the 
vitreous which obscures the fundus, and myopia requiring a 
minus correction of the ophthalmoscope to focus on the optic 
disk are signs which usually disappear but which may occa- 
sionally progress to the final stages of retrolental fibroplasia. 
It is uncertain whether these findings represent early and fre- 
quently reversible signs or whether they indicate susceptibility 
to retrolental fibroplasia. Vascular changes are the earliest 
ophthalmoscopic signs which are reasonably certain to be part 
of the disease process. Frequently constriction of retinal ves- 
sels occurs first but is soon replaced by vascular dilatation and 
tortuosity and may be followed by hemorrhages. Retinal sep- 
aration occurs in the progressive cases. In severe cases, fi- 
brous organization of the retina and vitreous results in an 
early, visible, opaque, retrolental cicatricial mass, contraction 
of which may result in a shallow anterior chamber. 

In its early stages retrolental fibroplasia is frequently re- 
versible, and after retinal separation it is common for complete 
regression to take place. It is possible even after scar forma- 
tion to have the scars shrink and retract so as to cause little 
impairment of function. 


It is suggested that there is a relationship between the on- * 


set of the vascular stage and a period of development in the 
retinal vasculature. If by 3 months of age there are no ab- 
normalities upon careful ophthalmoscopic examination, the dan- 
ger of cetrolental fibroplasia is past. 


No completely reliable statistics are available on the inci- 
dence of retrolental fibroplasia, but it is a fact that the condi- 
tion is the leading cause of blindness in children less than 5 
years of age. 

Other than the fact that retrolental fibroplasia occurs al- 
most exclusively in premature infants and the incidence varies 
inversely with the birth weight, little is known about primary 
or contributory etiologic factors. 
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Diagnosis is relatively simple since retrolental fibroplasia 
is the most frequent cause of eye disease in premature infants 
If the progress of the condition has been followed ophthalmo- 
scopically, diagnosis is further simplified. 

Evaluation of therapy is difficult because of unpredictable 
variations in incidence and spontaneous reversibility at an) 
stage before scar formation. At present there is no therapy 
which has withstood carefully controlled study or prolonge: 
observation. The authors suggest limiting oxygen therapy and 
administering oxygen only when there is a definite indication 
for it. 


A NEW CONCEPT IN THE TREATMENT OF 
RHEUMATIC DISEASES 
Preliminary Report 


The use of Cobaden in the treatment of arthritis and re 
lated diseases is discussed by Solon N. Blackberg, M.D., Ph.D.. 
and Leila Saunders Walker, B.S., M.S., in Clinical Medicine 
February, 1954. 


Dramatic results have been reported following treatmeni 
with adenosine-5-monophosphate (AMP) in patients wit! 
tendinitis and bursitis of the shoulder associated with calcium 
deposits. It has been found to have therapeutic value in man) 
degenerative diseases, since it is known that AMP plays an im- 
portant role in all activities of the cells and in metabolism of 
muscle. The muscle spasm which results in deformities and 
other rheumatic symptoms in early stages of arthritis is be- 
lieved to be due to interference with certain enzyme reactions. 
This assumption appears to have justification when the im- 
portance of AMP as a constituent of certain enzymes which 
are directly involved in contraction and relaxation of muscles, 
bone calcification, and liberation of energy for cellular ac- 
tivities is considered. 


Cyanocobalamin (vitamin B:z) has been found to be effec- 
tive in osteoarthritis, acute subdeltoid bursitis, systemic dis- 
turbances accompanying chronic arthritis, such as anemia, 
neurologic symptoms, muscle atrophy, weight loss, and malaise, 
in such neurologic disorders as multiple sclerosis and polyneu- 
ritis, and in pyramidal tract and spinocerebellar disorders. In 
addition, cyanocobalamin has been found to stimulate muscle 
efficiency and growth in children. 


Since the action of muscle AMP apparently parallels the 
action of cyanocobalamin, Cobaden, which combines the two, 
was used in treating 70 patients with arthritis, bursitis, and 
other related rheumatic diseases. Pain was relieved, mobility 
restored, and swelling and tenderness were diminished in 66 
(94 per cent) of those treated. 


MYELOGRAPHIC SIGN OF BRACHIAL PLEXUS AVULSION 


That exact evidence of brachial plexus avulsion and its ex 
tent can be obtained by myelography is demonstrated by thre 
cases described by James C.. White, M.D., and Joseph Hanelin, 
M.D., in The Journal of Bone and Joint Surgery, January, 
1954. 


When the upper two roots of the brachial plexus are torn 
from the spinal cord by a downward shoulder displacement, 
Duchenne-Erb paralysis occurs. If the lower roots are avulsed 
as the arm is forcibly abducted upward and the shoulder gird 
elevated, a Klumpke paralysis results. In addition to nerve 
paralysis in the Duchenne-Erb syndrome, there is loss of sensa- 
tion over the shoulder and outer aspect of the arm; and abduc- 
tion of the arm, flexion of the elbow, and supination of the 
wrist cannot take place. The arm is internally rotated, and 
there usually is a winging of the scapula. In Klumpke paralysis, 
there is sensory loss down the inner aspect of the arm and 
hand, Horner’s syndrome, and absence of perspiration in the 
corresponding side of the face, as well as the nerve injury and 
muscular weakness and paralysis. 
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The neurologic signs do not distinguish avulsion or stretch- 
ing of the spinal roots from more peripheral injuries to lateral 
or medial cords of the plexus. Although there is no treatment 
for plexus roots which are actually torn from the spinal cord, 
a more lateral stretch or tear in the plexus cords may be 
helped by correct immobilization or neurosurgery. Therefore, 
the value of roentgenography is clear. 

In the three cases described, Pantopaque was used as a 
contrast medium. With the patient in the prone position, 6 to 9 
cc. of Pantopaque were injected at a lumbar interspace and 
were withdrawn later through the same needle. The interverte- 
bral foramina are dependent in this position, thus favoring 
filling of the traumatic diverticula. These pouches which fill 
with spinal fluid are formed because a cuff of dura and arach- 
noid is torn out of the spinal theca upon avulsion of the 
brachial plexus, and the severed stump retracts and shrinks. 
Reformation of the ruptured arachnoid and dura gradually 
closes the cavity and forms a traumatic meningocele. It is this 
cavity which fills readily with a contrast medium, thereby dem- 
oustrating the presence and extent of root avulsion. 


WHAT’S NEW IN CEREBRAL PALSY 


Some of the recent work relating to cerebral palsy is 
briefly reviewed by Margaret H. Jones, M.D., in California 
Medicine, November, 1953. 

Basic research having a bearing on cerebral palsy includes 
the growth of various types of brain cells in tissue cultures by 
which the direct effects of many factors in brain cells may be 
studied; use of a complex polysaccharide in preventing forma- 
tion of a glial barrier to growth of peripheral nerves in the 
brain following injury; development of brain metabolism 
studies which permit observation of neuron reactions at suc- 
cessive stages of development; discovery that hypernatremia 
and hyperchloremia usually occur in lesions of the frontal lobes 
and hypothalamus; production of metabolic alkalosis, thus 
causing an increase in cerebral blood flow by intravenous injec- 
tion of sodium bicarbonate, and reduction of cerebral blood 
flow by injecting ammonium chloride; and studies of brains of 
children who have died with cerebral palsy. 

Study of infants in the early months of life have per- 
mitted detection of minor but clinically significant deviations 
from normal which became more pronounced as the infants 
grew older. A means of testing for hearing loss in very young 
children has been devised by which minute variations in the 
electrical resistance of the skin are measured when the sympa- 
thetic nervous system is subjected to auditory stimulation. 

Conditions which must be differentiated from cerebral palsy 
are anterior dislocation of the first cervical vertebra, spastic 
paraplegia, transverse myelopathy, diastematomyelia, encephali- 
tis, and meningitis. 

Electroencephalography of cerebral palsied children has in- 
dicated abnormalities in a high percentage. However, it is be- 
lieved that there should be better criteria for determining ab- 
normalities in the young child, and application of these criteria 
should be more clearly standardized. Under sedation many ab- 
normalities can be detected which are not otherwise recorded. 

Simple exercises and improvised devices are stimulating the 
development of palsied infants. 

The mental and personality development as well as the 
physical potential of palsied children should be promoted. Cere- 
bral palsy nursery schools are recommended. Although there is 
no agreement of figures, recent statistics seem to indicate that 
only about 50 per cent of cerebral palsied children have normal 
or above normal intelligence. 

Orthopedic surgical procedures and their value should be 
measured by their contribution to the over-all rehabilitation of 
the patient rather than their aid in overcoming local deformities. 

Ablation of the focal epileptogenic lesions of the cortex 
has been performed for relief of seizures. Some patients with 
abnormal behavior electroencephalograms respond to drug 
therapy, but for those with severe emotional disturbance who 
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do not, frontal topectomy, cingulate gyrectomy, or prefrontal 
lobotomy is suggested. 

Benzedrine, Dexedrine, Tridione, and Dilantin sodium have 
been used effectively in behavior disorders and control of 
seizures, and alcohol, paraldehyde, phenobarbital, Mebaral, and 
chloral hydrate have been used as relaxants. 


INFECTIONS OCCURRING DURING ANTIMICROBIAL 
THERAPY 


That superinfections associated with antimicrobial therapy 
are becoming increasingly frequent and that this increase 
should not discourage the use of antimicrobial drugs when they 
are indicated in infections are stressed by Jesse W. Hofer, 
Ph.D., M.D., and Gregory M. McCaskey, M.D., in Archives of 
Internal Medicine, January, 1954. 

New infections can be caused by pathogens not affected 
by the antibiotic administered in the course of antimicrobial 
therapy. When treated with antimicrobial drugs, a significant 
number of patients become infected with organisms other than 
those which caused the original infection. 

Factors which may enter into these superinfections are en- 
vironmental elements, stimulation of bacterial growth by anti- 
biotics, and tissue alterations, and these factors are illustrated 
by the clinical histories which are presented. 

Conditions affecting the symbiotic growth of many types of 
saprophytic bacteria can be listed as environmental factors. Be- 
cause the bacterial flora of the body are altered by antimicrobial 
therapy, insensitive microbes apparently increase in number. If 
these can invade the blood stream or specific tissues, it is possible 
for a new infection to occur. 

It is known that low concentrations of many germicides 
stimulate growth of bacteria, and there is evidence that this also 
applies to antimicrobial drugs. In vitro observations have dem- 
onstrated that it is possible for antibiotics, penicillin in particu- 
lar, to stimulate the growth of bacteria. In vivo studies have 
not as yet proved this, but there is sufficient evidence of it that 
this problem should be considered carefully. 

Tissue alterations occur largely through the effects of anti- 
microbial drugs on the gastrointestinal tract. Clinical vitamin 
deficiency states may result from oral administration of broad- 
spectrum antibiotics because of the decrease in food and vita- 
min intake in connection with a febrile condition, because of 
the effect upon the digestive tract, and because of alterations 
in the usual flora of the bowel. 

There has been a progressive increase in the number of 
bacteria which are resistant to the various antibiotics. Al- 
though up to the present new antibiotics have been available 
to control bacteria which resist a certain agent, it may well be 
that the number of undiscovered antibiotics is limited, and at 
some future time certain species may thrive unchecked. It is 
important, therefore, in order to prevent mild primary infec- 
tions from being converted to serious, and possibly fatal, sec- 
ondary ones, that there should be definite indications for their 
use before antimicrobial drugs are employed in treating in- 
fections. 


A SIMPLE TECHNIQUE FOR X-RAY MEASUREMENT 
OF LIMB-LENGTH DISCREPANCIES 


A method of limb-length measurement which is simple, ac- 
curate, and requires a minimum of equipment is described by 
H. Melvin Kunkle, M.D., and Earnest B. Carpenter, M.D., in 
The Journal of Bone and Joint Surgery, January, 1954. 

The technic which is described requires any standard x-ray 
table with a Bucky grid, a sheet of lead-filled rubber 1/16 inch 
thick, and a few blocks of plywood, 3 inches by 6 inches and 
of known thickness. 

A 14-by 17-inch cassette is accurately covered with the 
sheet of lead-filled rubber which is then cut into 3 strips, one 8 
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inches in width and the others 4% inches in width. With the 
patient centered on the x-ray table, the table head is elevated 
20 to 25 degrees so that the patient’s feet will be pressed 
against the foot rest by his body weight. 

If, because of foot deformities or discrepancies in the 
length of the limbs, the feet cannot be placed against the foot- 
rest with the limbs extended, sufficient plywood blocks of 
known thickness are placed beneath the shorter foot so that 
both feet exert the same amount of pressure. A marker which 
shows the total thickness of the plywood boards is placed on 
the cassette. In order to prevent motion, a small sandbag is 
placed across the middle of the legs. 

The cassette is set in the Bucky tray, pressed firmly against 
the bottom, and is masked with the 8-inch strip and one of the 
4Y%-inch strips of lead-filled rubber. The cassette must be 
square with the table. The cassette, Bucky grid, and tube are 
centered at the ankles with the tube at a right angle to the 
cassette and at least 30 inches from it. After an anteroposterior 
exposure is made of the ankle joints, the cassette carriage is 
centered under the knees, the 44-inch strip is moved to cover 
the exposed part of the film, and an anteroposterior exposure 
is made of the knees. The two smaller strips are moved over 
the lower portion of the cassette, and the 8-inch strip is re- 
moved. An anteroposterior exposure of the hips is made after 
the cassette and tube are centered at the hips. 

After the film is dry and placed on a view box, horizontal 
lines through identical points in the ankles, knees, and hip 
joints are drawn perpendicular to the sides of the film. The 
vertical distance between the lines through the ankle joints 
shows the difference in height of the feet. The total difference 
in length of the extremities is represented by the distance be- 
tween the lines through the hip joints. The thickness of any 
plywood blocks which may have been used is added to the total 
difference in length. 

A metal ruler fixed lengthwise in the center of the x-ray 
table with adhesive will be shown on the developed film. Limb 
measurements can then be made directly from the film. 


MODE OF ACTION AND EFFECTS ON TISSUES OF 
LONG-ACTING LOCAL ANESTHETICS 

The reported long-lasting anesthetic effects, absence of pain 
and soreness at the injection site, and absence of local damage 
to tissues with Efocaine are disputed by Walter Mannheimer, 
M.D., Philip Pizzolato, M.D., and John Adriani, M.D., in The 
Journal of the American Medical Association, January 2, 1954. 
In their experience the long-lasting effect was not always ob- 
tained, and pain and soreness at the injection site were the rule. 
In addition, symptoms of local inflammatory reactions were 
frequent. Others have reported neuritis following its injection. 


Efocaine consists of procaine base, 1 per cent; butyl para- 
aminobenzoate (Butesin), 5 per cent; and procaine hydro- 
chloride, 0.25 per cent, in a mixture of polyethylene glycol, 2 
per cent; propylene glycol, 78 per cent; and water, 20 per cent. 
Butyl para-aminobenzoate is soluble in organic solvents but in- 
soluble in water, and contact with an aqueous medium causés 
precipitation of the procaine base and butyl para-aminobenzoate. 
It is believed that when the drugs are injected perineurally, 
they are slowly absorbed and a long-lasting anesthetic effect is 
obtained. 

In an attempt to study the local effects of Efocaine and 
several other long-lasting anesthetics, histologic studies were 
made of nerve and muscle tissue of experimental animals which 
had been injected intraneurally and perineurally with long- 
lasting anesthetic agents. Injections of isotonic sodium chloride 
solution were made in control animals. 

Isotonic sodium chloride solution was harmless to both 
nerve and muscle tissue. Intraneural injection of procaine hy- 
drochloride, 2 per cent; lidocaine hydrochloride (Xylocaine), 2 
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per cent; and Dolamine (ammonium sulfate, 0.75 per cent, 
benzyl alcohol, 0.75 per cent, and aqueous ammonium sulfate) 
caused temporary nerve changes if any. Intramuscular injec- 
tion of these agents caused no damage. 

Both the muscle and nerve tissues were destroyed after 
injection of Efocaine, the vehicle used to prepare Efocaine, 5 
per cent butyl para-aminobenzoate dissolved in the vehicle, 
polyethylene glycol (molecular weight 300), absolute ethy! 
alcohol, and 6 per cent phenol. When the perineural and intra- 
neural injections were combined, the changes were the same 
as those occurring after nerve section, but, in this case, the 
changes were more rapid. Nerve regeneration began at differe:t 
times after injection, but the usual time was 60 days, except 
after injection of ethyl alcohol. The authors conclude that 
anesthesia after injection of alcohol, phenol, Efocaine, and the 
vehicle in Efocaine is caused by destruction of the nerve rather 
than blockade due to the anesthetic. 


THE CASE AGAINST BORIC ACID AS AN ANTISEPTIC 


Boric acid is not an antiseptic, and, in addition, it is a 
potential poison, according to a report by Max Trumper, Ph.D., 
in The Medical Clinics of North America, January, 1954. 

Because its antiseptic limitations are becoming well known, 
other dilute but potent antiseptics are gradually replacing boric 
acid. However, the potential hazards involved condemn the use 
of boric acid even more than do its limitations as an antiseptic 
or germicide. 

Boric acid, either in ointment or powder form, applied to 
skin lesions or extensive burned areas may cause poisoning. 
Absorption of boric acid may take place through burned areas 
or granulating surface wounds. A case has been recorded in 
which a 9-month-old infant developed poisoning after boric 
acid powder had been sprinkled on her skin and diaper follow- 
ing the appearance of a diaper rash. Death occurred in spite 
of symptomatic treatment. 

Unintentional ingestion or mistaken parenteral introduction 
has caused most cases of boric acid or borax poisoning. Boric 
acid solutions, isotonic salt, and other parenteral solutions can 
easily be confused with each other because of absence of color 
and odor. In its dry form, boric acid can be mistaken for milk 
powder and dextrose. A case is on record of accidental intra- 
venous administration of 600 cc. of 2.5 per cent solution of 
boric acid in 10 per cent dextrose. This particular patient re- 
covered. 


In emergencies, mistaking boric acid solution for dextrose 
or isotonic saline solution is quite probable, since they are 
identical in appearance, may have been sterilized at the same 
time, and frequently are stored in the same type flask. Since 
mistaking boric acid for other solutions has frequently oc- 
curred in routine hospital situations, it can be presumed that 
it could happen more easily in an emergency situation when the 
staff is extremely fatigued. 

In addition to the cases of poisoning mentioned, group 
poisoning of infants has occurred when boric acid was mis- 
taken for milk powder and dextrose; patients have been fatally 
poisoned by placing boric acid powder in wounds and solutions 
of boric acid in the bladder, empyema cavity, and bowel; and 
death has followed gastroscopy in which boric acid was used. 
Accidental administration of both powder and solution with food 
has caused death. 

It is suggested some more effective antiseptic which would 
not be mistaken for parenteral solutions be substituted for boric 
acid. For those hospitals which continue to stock boric acid 
solutions it is recommended that a flask of distinctive size and 
shape be used. And it is further suggested for those who siill 
use bulk boric acid powder, that an artificially colored type be 
purchased. 
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Book Notices 


HOPE AND HELP IN PARKINSON’S DISEASE. By John C. 
Button, Jr., former Resident Staff Physician, Still-Hildreth Sanatorium 
for Nervous and Mental Diseases; Neurologist, Elizabeth (N.J.) Me- 
morial Hospital and North Jersey Osteopathic General Hospital; Director, 
Button Neurological Institute; Member, American College of Neuropsy- 
chiatrists. Cloth. Pp. 198. Price $4.95. Vantage Press, Inc., 230 West 
4ist St., New York, 1953. 

Of the many books written for laymen about disease, this 
is the first in which Parkinson’s disease has been selected as the 
subject for public enlightenment. Its author is an osteopathic 
physician who has pursued the subject so avidly that he is now 
acknowledged as an authority in the field. 

Contrary to many writers on medical subjects for laymen, 
Dr. Button has told the whole story to those of the half-million 
victims of paralysis agitans who will get an opportunity to read 
the book. By a simple change in style of writing, the book 
vould become a medical monograph, for there is little which its 
author has left unsaid. It is compend of therapy, even to a 
complete listing of the drugs that have been used and are used 
today—average dosages are given for seventy-one common 
medications. The long bibliography appears quite complete, af- 
fording the doctor-reader an opportunity for further research. 
The appendix contains a sketch of the life of James Parkinson 
(1755-1824) and a reprint of his “An Essay on the Shaking 
Palsy,” first published in 1817, and now a medical classic. 
l’arkinson was himself a victim of the disease. Dr. But- 
ton offers no specific for the affliction, no miracle drug 
by which the curse of parkinsonism can be negated. But he 
does show quite literally that the treatment he utilizes, the 
“combined” approach, employing a varied number of synthetic 
drugs developed since World War II, manipulative treatment, 
physiotherapy, and psychotherapy, will bring hope and help to 
countless numbers. The author does not claim to remove the 
gathering shadows within which these victims find themselves, 
but he demonstrates that his regimen will enable many of these 
people to live and not exist within those shadows. 

“Hope and Help for Parkinson’s Disease” is interestingly 
and honestly written and can be read rapidly. Osteopathic 
physicians generally should buy it, read it, and be proud of the 
contribution which their confrere has to make to a medical 
problem still far from solved but upon which he has shed light, 
not so much by what he has written, as through what he has 
accomplished. 


A Manual of CLINICAL ALLERGY. By John M. Sheldon, M.D., 
Professor of Internal Medicine, University of Michigan Medical School; 
Assistant to the Chairman of The Department of Postgraduate Medi- 
cine; Physician in Charge of University of Michigan Allergy Clinics; 
Director of the Montgomery Allergy Research Laboratory; Robert G. 
Lovell, M.D., Instructor in Internal Medicine, University of Michigan 
Medical School, and Kenneth P. Mathews, M. D., Assistant Professor of 
Internal Medicine, University of Michigan Medical School. Cloth. Pp. 
413, with illustrations. Price $8.50. W. B. Saunders Company, West 
Washington Sq., Philadelphia, 1953. 

The tendency in modern medicine to lean strongly on lab- 
oratory tests as the final answer to a diagnostic problem is not 
an unmixed blessing. There is no better illustration of the fu- 
tility of this approach than the challenges that allergic phe- 
nomena present to the general physician. Fifteen years ago 
textbooks on allergy led doctors to believe that the answer lay 
in tests, and elaborate kits of tests were offered, to physicians 
by manufacturers, kits which would give the answer without 
requiring too much effort on the part of the doctor—‘“The sec- 
retary makes the tests.” Disappointment so often followed such 
a procedure that adequate treatment of allergic patients has 
been given a set back in assuming its proper place in medical 
practice. 


The practice of allergy has its specialty phases. The al- 
lergist as a consultant has a distinctive role among the coterie 
of medical experts, a fact which does not diminish the impor- 
tance of allergy as a part of everyday medical procedure. If the 
general practitioner is to reassume his rightful place in the 
practice of medicine, if he is to regain his established place as 
the family doctor, the ability to identify and eliminate allergenic 
factors must become his. 

An examination of this volume presents unmistakable evi- 
dence that its authors have had this intent—to help doctors to 
practice a good quality of allergy as an integral part of their 
routine. And its foundation is a sound medical background. 

A text that will help the doctor on toward this goal must 
integrate for him the known skills and technics of allergy as a 
part of the total picture of the disease processes which beset the 
individual. Allergenic factors are essentially extrinsic in nature. 
They become noxious agents only in the response they bring 
out in particular human beings. 

A text on allergy to be of practical value to the general 
physician must lead him to conceive allergic problems as part 
of an evaluation of the patient as a whole being. The value of 
this manual lies in that approach. 

A thoughtful reading of this small volume should prepare 
the well-grounded physician to do two things: to handle effec- 
tively the simpler problems of allergy that occur in a large 
percentage of the doctor’s day-to-day practice; to recognize the 
more complex problems of allergy that should he referred to 
the specialist as a consultant in diagnosis and management, or 
for full assumption of the case. 

The manual merits any physician’s selective reading includ- 
ing specialists of all categories, if only to correct the universal 
misconceptions in the diagnosis of allergy prevalent among 
physicians. 


DISEASES OF WOMEN. By Robert James Crossen, A.B., M.D., 
F.A.C.S.; Assistant Professor of Clinical Gynecology and Obstetrics, 
Washington University School of Medicine; Section Head of Unit I 
Obstetrics and Cypeotiogs, St. Louis City Hospital; Assistant Gynecolo- 
gist and Obstetrician to Barnes Hospital and St. Louis Maternity Hos- 
pital; Assistant Gynecologist to St. Louis Children’s Hospital; Gynecolo- 
gist and Obstetrician to St. Luke’s Hospital; Member of American 
Academy of Obstetrics and Gynecology, Central Association of Obste- 
tricians and Gynecologists, American Radium Society, American Society 
of the Study of Sterility, International Fertility Association; Diplomate 
of the American Board of Obstetrics and Gynecology. Ed. 10. Cloth. 
Pp. 935, with illustrations. Price $18.50. The C. V. Moshy Company, 
3207 Washington Blvd., St. Louis 3, 1953. 

A medical textbook that possesses an inherent vitality sufhi- 
cient to cover a life span of approximately a half century, re- 
newing itself in a tenth edition (first edition, 1907), might be 
termed “a medical classic.” In reality, such a book is much 
more than a textbook, for textbooks are basically short-lived, 
and relatively few survive more than 25 years and four edi- 
tions. This book, therefore, merits more than the cursory 
notice ordinarily given revisions. 

A textbook primarily is designed for the undergraduate. It 
must satisfy the demands of many teachers with varying ap- 
proaches, meeting the keen competition of the textbook field. 
Its study must afford to the student a thorough grounding in 
fundamentals, especially since much of present-day teaching is 
essentially clinical. The clinical approach to the undergraduate 
is acceptable pedagogy, but its practicability is in direct relation 
to the student’s store of basic knowledge of the subject, which 
it is the function of the text to provide in modern medical 
teaching. Given thorough and exact grounding, the student in 
any field of medicine (e.g., gynecology) is then able to keep 
abreast of medical advance by the perusal of the small mono- 
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graph recording progress in the given field. By the same token 
of providing basic material of biologic and physiologic facts 
in a teaching outline form, the text becomes an excellent refer- 
ence text for the general practitioner, if he does not possess an 
earlier edition. 

This reviewer employed the fifth edition of Crossen as his 
text. Since that time salient developments in biology, physiology, 
and embryology in relation to gynecology have been little short 
of tremendous. Endocrinology has gone far beyond its earlier 
beginnings to occupy an accepted role in therapy, and the psy- 
chomatic aspects of gynecology have become an accepted fact. 
Operative gynecology in modern medicine has become more 
conservatively critical—much of the surgical material in earlier 
editions of this text has been properly deleted and it now ap- 
pears in a separate text, “Operative Gynecology.” Functional 
treatment plays a more important role than it once did. All of 
this adds up to revolutionary changes in the entire conception 
of the diagnosis and treatment of diseases of women. No text 
can withstand such broad changes in its field and merely be 
brought “up-to-date” by the addition of new material. There 
must be a perfect integration of the new material into the 
basic design of the text, and this has been done in this tenth 
edition of Crossen’s “Diseases of Women,” bearing for the 
first time only the name of the present author, the son of the 
original author. It is a new and modern textbook in every 
sense, but it has the added advantage of following a time-tested 
plan of a teaching and reference work. 

It is richly illustrated with visual material of all types. 

From every point of view—as a teaching text, a volume 
for “refresher” study, and a reference work—it is not re- 
placeable. 


PEPTIC ULCER. 


Pain Patterns, Diagnosis and Medical Treat- 
ment. By Lucian A. Smith, A.B., M.D., M.S. in Medicine, F.A.C.P., 
Assistant Professor of Medicine, Mayo Foundation. Head of Section, 
Division of Medicine, Mayo Clinic, and Andrew B. Rivers, M.A., M.D., 
M.S. in Medicine, F.A.C.P., Last Associate Professor of Medicine, 
Mayo Foundation; Consultant, Division of Medicine, Mayo Clinic, 
Rochester, Minnesota. Cloth. Pp. 576, with illustrations. Price $12.50. 
Appleton-Century-Crofts, Inc., 35 West 32nd St., New York, 1953. 

There is a wealth of book literature 4 years or less old 
on peptic ulcer, not to mention the bibliography that can be 
amassed at least biennially from current literature. The ques- 
tion that comes to mind—why another book ?—can be readily 
answered in this instance. This is a contribution from one sec- 
tion of the extraordinary clinical and teaching staff assembled 
at the Mayo Clinic. The volume is the immediate responsibility 
of two of its members; two others are listed as contributors in 
related fields of examination (roentgenology and gastroscopy ) ; 
and a fifth, a former research fellow in medicine, collaborated 
in the chapter on physiology. 

The authors wrote out of the tremendous backlog of Mayo 
Clinic cases totaling more than 30,400 verified primary and 
postoperative recurrent peptic ulcers ranging from the esopha- 
gus to the ileum. 


Inveterate readers of Mayor Clinic literature—and there 
are many—need no more than to know that a sector of medi- 
cine has been treated by one of the staff groups to appreciate 
that the contribution will be one of worth. The approach of' 
May authors invariably exemplifies the best in “medical reason- 
ing,” suggestive of the well-prepared legal brief in which the 
logic is well-nigh faultless. This text is so built. 

There is no affliction of the human being that presents 
more clearly outlined patterns than does peptic ulcer—and the 
patterns are those of pain. The thousands of cases reviewed 
for this study make it possible to relate their diagnosis and 
medical treatment to the focal problem of alleviation of the 
pain pattern and the eventual elimination of its causes—that is 
the complete healing of the ulcer. This approach gives the 
book an evident unity and at the same time keeps it severely 
clinical. 
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The authors have emphasized one overwhelming and al- 
most universal fault in the treatment of peptic ulcer by many 
physicians—termination of the treatment with the disappeai 
ance of the active distress. Alleviate the pain pattern, and both 
physician and patient forget that only one third of the program 
has been completed. There remains a total healing to be con- 
summated, and a regimen to prevent recurrence of the ulce: 

The authors stress the fact ignored by so many physician; 
—a fact long known in the treatment of diabetes, one recog 
nized by syphilologists of the pre-antibiotic days, and no, 
beginning to be appreciated by the cardiologists: “. . . th 
patient must be made (and the authors have phrased it well | 
a responsible partner in treatment.” An essential part of ulc« 
therapy is patient education. 

If the physician is to be a proper teacher he must have ; 
knowledge that goes beyond facts and information. This bool. 
thoughtfully read and studied will give to him the backgroun| 
necessary to guide his patients. Since the text deals with thx 
medical management of peptic ulcer, the surgical indication 
are only briefly recorded. 

The untimely death of one of the authors, Andrew |) 
Rivers, a brilliant physician, is regretfully recorded in a brie: 
foreword written by Dr. George B. Eusterman. 

There is ample excuse for this text, even with the wealt! 
of book literature available. 


THE HYPERTENSIVE DISORDERS OF PREGNANCY. 


By Er 
nest W. Page, M.D., Associate Professor of Obstetrics and Gynecology, 
University of California School of Medicine, San Francisco. Paper. Pp 


120. Price $3.75. Charles C Thomas, Publisher, 301-327 Lawrence Ave.. 
Springfield, Ill., 1953. 

Despite the tremendous advances made in basic sciences 
and the better understanding of disease states that has resulted, 
there have been no corresponding strides made in the past 25 
years in solving certain clinical entities, of which the acute 
toxemia of pregnancy is a noteworthy example. It remains as 
the greatest enigma of obstetrics. 


The author of this monograph, Number 188 in the most 
excellent American Lectures Series, has accomplished a useful 
thing for every physician who undertakes to care for an ob- 
stetrical practice. In a brief introduction he eliminates the 
various “toxemias of pregnancy,” bringing the doctor to see 
there is but one specific toxemia of pregnancy found in two 
stages, a pre-eclampsia (nonconvulsive) and an eclampsia (con- 
vulsive). Later on he describes other syndromes resembling 
the specific toxemia (termed “acute” by the American Com- 
mittee on Maternal Welfare) in such a way as to make their 
differentiation clear. With the basic knowledge possessed b\ 
any informed physician, a careful reading of the first thirty 
three pages of Chapter I should render him able to handle the 
toxemia of pregnancy. He will learn what to watch for, how 
to interpret what he sees, and what not to do, and through it 
all to use the “intelligent, painstaking moderation,” for whic! 
the author calls. And he will bear in mind this warning: “The 
greatest controversy regarding the treatment of eclampsia has 
revolved about the choice of drugs, whereas the question o/ 
when and how to deliver a woman with toxemia really consti 
tutes the most important decision.” 

More difficult for the practitioner to read, but important 
in establishing a foundation of knowledge, Chapter II, Physi 
ological and Biochemical Changes in Normal Pregnancy and 
in Toxemia, in thirty-two pages brings to the doctor the perti 
nent facts of basic science insofar as they illuminate the man 
agement of toxemia. This information affords the “when” anc 
“how” of action. It helps to make the doctor safe to exercis: 
his own judgment, as he is compelled to do. 

These lectures are not written for medical students—essen 
tially they are short cuts to knowledge. Granted that the docto: 
has had the standard discipline of medical education, including 
an internship, and that he has a body of practical experience 
he will find in these lectures not only a renewal of his knowl- 
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edge, not only an opportunity to bring it up to date, but also 
he will find that the approach is such as to tie all of these 
experiences together, to make him a better doctor. 


And all of this can be done by so small an outlay of time 
and money, providing the urge to learn is not dulled and a 
sense of the need to learn is ever present. Without both, a 
doctor cannot hope today to provide good medicine. 


MANAGING YOUR CORONARY. By Dr. William A. Brams. 
Cloth. Pp. 158, with illustrations. Price $2.95. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia, 1953. 


In no way has the old order in medicine changed more 
than in the physician's recognition that he must have knowl- 
edgeable patients. It is true that this change in attitude had to 
await medical advance, and in certain fields must still wait. 
That which is mystery to the doctor can scarcely be explained 
to the patient. 


The more exact knowledge of heart disease, especially of 
coronary thrombosis, has led to the publication of many books 
ou heart disease—by no means all of equal appeal or useful- 
ness. “Managing Your Coronary,” written specifically for the 
patient who has had an attack, is one of the better books of 
its kind. Few doctors have the time, the patience, or the neces- 
sary qualifications to act as teacher to their patients. This book 
is so simply and interestingly written that practically every pa- 
tient will find it within his grasp. The author is to be com- 
mended for employing a qualified rewriter, who obviously 
knows the art of accurate popularization. 


Doctors who will make a habit of prescribing such books 
as this one will be rewarded by greater success with their pa- 
tients. And do not wait for your favorite middle-aged patient 
to develop a full-blown coronary—prescribe the book as a pre- 
ventive! 


TREATMENT OF TOXIC GOITER WITH RADIOACTIVE 10- 
DINE. By Lindon Seed, M.D., Director, Isotope Laboratory, Grant Hos- 
pital; Clinical Associate Professor of Surgery, College of Medicine, Uni- 
versity of Illinois, and Theodore Fields, M.S., Assistant Director, Radio- 
isotope Laboratory, Hines Hospital; Certified Medical Nuclear Physicist- 
American Board Radiology; Instructor in Radiology, Northwestern Uni- 
versity Medical School. Preface by George V. LeRoy, M.D., Associate 
Dean, Division of Biological Sciences, University of Chicago. Paper. Pp. 
116. Price $3.75. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1953. 


The authors of this 90-page monograph, authorities in ra- 
dioisotope therapy, predict the present widespread surgical 
treatment of toxic goiter will be largely replaced by the use of 
radioactive iodine. Two factors are slowing down the replace- 
ment: a fear that radioactive iodine may be carcinogenic, and 
the relatively few doctors qualified to administer the treatment. 
However, no clinical example of induced thyroid carcinoma has 
been recorded, and authorities are generally agreed that a 
“physician of average intelligence who is willing to devote a 
little effort to the subject” can be taught to use radioactive 
iodine. 


It has been suggested that this text might have been en- 
titled “What Every Physician Should Know About Treating 
Hyperthyroidism with Radioiodine,” for its aim is to inform 
and guide the ordinary physician working in a general hospital 
without a teaching affiliation or a research program, in the ad- 
ministration of radioiodine to the many patients for whom this 
treatment is the one of choice. 


It is true that such a doctor must have a reasonable period 
of training. Today the opportunity is readily obtainable, so that 
a proportionally representative number of osteopathic hospitals 
can have a physician properly trained in the use of radioactive 
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iodine. Our teaching hospitals should encourage a member of 
their staff to get the necessary training. 


In the meantime, a reading of this text, a job for one eve- 
ning, will familiarize a doctor with the field and the scope of 
technical knowledge necessary. Until such a book as this ap- 
peared many physicians might properly have felt that the com- 
plexities of nuclear physics as applied to medicine were beyond 
their grasp. A reading of this monograph will convince them 
that they do not need to master the theories involved in radio- 
activity. They need to know their applicability to practice— 
how and when to use the agent, the indications and the contra- 
indications, and the results obtainable. Isotope therapy is that 
simple, which is to say that it is no more complex than good 
medical and surgical care of any type. 


THE TRAFFIC IN NARCOTICS. By H. J. Anslinger, United 
States Commissioner of Narcotics; and William F. Tompkins, United 
States Attorney for the District of New Jersey; Former Chairman, Leg- 
islative Commission to Study Narcotics, General Assembly of New Jer- 
sey. Cloth. Pp. 354, with illustrations. Price $4.50. Funk & Wagnalls 
Company, 153 East 24th St., New York 10, 1953. 


Two authorities on narcotics present for specialist and lay 
public alike an eminently sound study of the narcotics traffic— 
past and present—with a concise statement of their program 
for future action. The latter, discussed in the final chapter, 
urges the recognition that “Strong laws, good enforcement, 
stiff sentences, and a proper hospitalization program are the 
necessary foundations upon which any successful program must 
be predicated.” 


Mr. Anslinger has been United States Commissioner of 
Narcotics for 24 years and has been called the greatest living 
authority on the world narcotics traffic. William F. Tompkins 
served as chairman of the New Jersey Legislative Committee 
to Study Narcotics, the report of which has become a classic 
in blueprinting public action against the drug traffic. 


No facet of the ubiquitous problem is omitted—the history, 
the record of legislation throughout the world, the control and 
enforcement, and the respective responsibilities of all concerned 
receive careful analysis. The origin, nature, and uses of the 
various drugs are discussed and the sociological and political 
connotations clarified. The book, the first of its kind, can be 
counted an indispensable acquisition for the doctor, teacher, so- 
cial worker, writer, law officer, and all others who seek knowl- 
edge and understanding of the problem. 


Included is a useful glossary. 


MICROBIOLOGY AND PATHOLOGY. 


By Charles F. Carter, 
B.S., M.D., Director, Carter's Clinical Laboratory, Dallas, Texas; 
Consulting Pathologist, St. Louis Southwestern Railway Hospital, 
Texarkana, Arkansas; Formerly Instructor in Pathology and Applied 
Microbiology, Parkland Hospital School of Nursing, Dallas, Texas; 
Formerly Director of Laboratories, Parkland Hospital, and Alice L. 
Smith, A.B., M.D., Instructor in Microbiology and Pathology, Park- 
land Hospital School of Nursing, Dallas, Texas; Assistant Professor 
of Pathology, Southwestern Medical College of the University of 
Texas; Consulting Pathologist, Children’s Medical Center, Dallas, 
Texas. Ed. 5. Cloth. Pp. 847, with illustrations. Price $5.50. The 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1953. 


The general format of this book contributes to its effec- 
tiveness as a textbook. Part I deals with microbiology (35 
chapters), Part II with pathology (24 chapters), and Part III 
is an extensive glossary. A definition of the particular prob- 
lem is set down at the beginning of the chapter. Then, follow- 
ing a discerning discussion of the topic, which includes specific 
illustratious, lists of explicit questions and references are given. 


This edition, the fifth, has been revised to keep abreast 
of current medical opinion and research. Instructors of medical 
personnel will find this a valuable book. 


(Continued on page 495) 


| 


INFLUENCE OF ENDOCRINE GLANDS ON 
CARBOHYDRATE METABOLISM—YABLIN 


(Continued from page 452) 


creatized animals. Hypermedullary adrenalism is evi- 
denced by hyperfunctioning tumors of the chromaffin 
tissue, that is, pheochromocytoma in which glycosuria 
or hyperglycemia may appear. Following the removal 
of this type of tumor in a diabetic, Duncan, Semans, 
and Howard" reported the disappearance of diabetes. 
Green'® also reported a normal glucose tolerance test 
1 month after removal of a pheochromocytoma. How- 
ever, Root* stated that a large pheochromocytoma re- 
moved from a diabetic showed no change in the 
severity of the diabetes during the 7 years the case 
was observed. Hypofunctioning medullary states are 
possible, although there is little conclusive evidence to 
verify the existence of disease entities due to medul- 
lary insufficiency. 


Although the medulla is not essential to life in 
animals, the same cannot be said of the cortex of the 
suprarenal glands. The adrenal cortex is essential for 
the regulation and preservation of normal carbohydrate 
reserves in the body. When both adrenals were re- 
moved from dogs, Stewart and Rogoff’? found that 
the animals survived up to 15 days and those animals 
in heat®® or pregnancy survived much longer. It was 
also shown by these investigators that injections of 
cortical extracts with transfusions of saline prolonged 
life. Hartman and others*' also demonstrated that 
cortical extract prolonged the lives of adrenalectomized 
animals. In the depancreatized cat, Long*®* found 
adrenalectomy ameliorated the diabetic condition simi- 
lar to the way hypophysectomy decreased severity of 
diabetes in depancreatized dogs. When Lukens and 
Dohan** gave large amounts of adrenal cortical extract 
to cats with the adrenals and pancreas removed, they 
found the severity of the diabetes increased. In 1945, 
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Ingle and his associates** experimentally produced 
diabetes in rats by administering adrenal cortical 
steroids to animals that had previously had a portion 
of the pancreas removed. 

Cushing’s syndrome may be considered a clinical 
manifestation of hyperfunctioning of the adrenal cor- 
tex. Although many compounds have been isolated 
from the adrenal cortex, the 11-dehydro-17-hydroxy- 
corticosterone group (“S” hormone of Albright) is 
the one primarily believed to be concerned with sugur 
metabolism. In Cushing’s syndrome, it is the sugar 
hormone which is produced in excess and increases 
glyconeogenesis, induces increased glycogen deposition 
in the liver, inhibits insulin, and lowers the renal 
sugar threshold. In hypercortinism, frank or latent 
diabetes may be present. In Cushing’s syndrome, 
Fraser and his fellow workers** found that the glucose 
tolerance test showed impairment and the glucose- 
insulin tolerance test showed insensitiveness to insulin. 
This demonstrated that although insulin tends to 
lower blood sugar, it is antagonized by the cortico- 
sterone groups. 

The clinical manifestation of adrenocortical insuf- 
ficiency or Addison’s disease is characterized by low 
blood sugar. Oral administration of glucose reveals 
an increased carbohydrate tolerance, and the insulin 
tolerance test characteristically shows hypoglycemic 
unresponsiveness.*> Episodes of weakness, sweating, 
and fainting which are at times present in this disease 
may be due to a marked hypoglycemia. 

SUMMARY 

Effects of thyroid, pituitary, and adrenal glands 
on carbohydrate metabolism in hyperactive and hypo- 
active states have been discussed. In many instances 
these states can be produced and controlled by surgery 


or extracts of the various glands. 
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